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FILLING ALL NEEDS 


in a wide range of laboratory procedures... 


CULTURE MEDIA 


Dehydrated e Prepared in Tubes and Bottles 
e Peptones and other Culture Media Ingredi- 
ents e RIMSEAL Sterile Disposable Plated Media 


LABORATORY APPARATUS 


BREWER Automatic Pipetting Machines e Anaer- 
obic Jars e Petri Dish Boxes e Slide Staining 
Racks e Culture Tube Cabinets e Bacteriolog- 
ical Display Racks e Tube Rotators e Dilution 
Bottle Shakers e Metal and Anaerobic Petri 
Dish Covers 


MICROBIAL SUSCEPTIBILITY TEST ITEMS 
SENSI-DISC antimicrobial discs e Automatic 
SENSI-pISC Dispenser 


MISCELLANEOUS 


Stains e Indicators e Chemicals e Carbohy- 
drates e TAxO Discs for Microbial Differentia- 
tion e xitit Ampules for Sterilization Control 
e Disposable Polyethylene Lab Gloves e Fiuo- 
rescein Isothiocyanate e Penicillinase e Ceph- 
alin Cholesterol Antigen 


BALTIMORE BIOLOGICAL LABORATORY, ING- Baltimore 18, Maryland 
B-B-L A Division of Becton, Dickinson and Company 
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from 
marked 


improvement 


to complete 
control 


of grand mal 


Seizures 
with 


“MYSOLINE 


wide margin of safety — 


CLINICAL EVALUATION OF 486 EPILEPTIC 
PATIENTS® SHOWED THAT: 


In patients who had received no previous anti- 
convuisant medication, ‘‘Mysoline”’ therapy alone 
provided marked improvement to complete con- 
tro! of major motor attacks in the majority of 
patients. 
In patients only partially controlled with maximum 
dosages of other anticonvulsants, the addition of 
“Mysoline” therapy was followed by marked im- 
to complete contro! of grand mail at- 
tacks in 39% of the patients. 
in patients refractory to maximum dosages of 
other anticonvulsants, “Mysoline” employed 
alone provided marked improvement to complete 
control of major motor attacks in 34% of the 
patients. 
in 39 patients with mixed seizures, “‘Mysoline”’ 
provided improvement to marked control in 49% 
of the patients. 


AYERST LABORATORIES 


The dramatic results obtained with “Mysoline”’ 
advocate its use as first choice of effective and 
safe therapy in the contro! of grand mal and 
psychomotor attacks. 

Literature on request. 

*Livingston, S., and Petersen, D.: New England J. 
Med. 254:327 (Feb. 16) 1956. 


SPECIAL POTENCY NOW AVAILABLE 
New 50 mg. smail-dose tablet offers prac- 
tical approach to dosage adjustment for 
initiation/combination/and ‘‘transfer’’ 
therapy in selected cases. Available on 
prescription 


Supplied: 0.25 Gm. (250 mg.) scored tablets, bot- 
ties of 100 and 1,000. Also 50 mg. scored tablets 
to facilitate dosage adjustment, botties of 100 and 
500. 


© New York 16, N.Y. © Montreal, Canada 


“Mysoline” is available in the United States by arrangement with imperial Chemical industries, Ltd. 
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depend on the 


RELIABILITY of 
COLORADO SERUM CO. 


Your laboratory and research needs demand the quality and 
dependability which Colorado Serum Co. assures its customers. 
Prompt service. All corr and 
immediately. 


@ serums 
@ bloods 
@ ultrofiltrates 


inquiries answered 


@ fluorescent materials 
@ diagnostic reagents 

@ complement @ tissue culture reagents 
We maintain oa variety of our own laboratory animals under the 
finest conditions. 
The newest equipment, coupled with over 35 years of production 
experience and devotion to product quality guarantees you can 
order with confidence. 


Write for this FREE CATALOG NOW! 
No salesman will call. 


COLORADO |}| SERUM Co. 


Laboratory and Genero! Office PEAK OF QUALITY 


4950 YORK STREET * DENVER 16, COLORADO * MAin 3-5373 
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CONSISTENTLY GOOD 
CLINICAL RESULTS 
IN TRICHOMONAL 

AND MONILIAL VAGINITIS 


TRICOFURON IMPROVED (Suppositories and Powder) 
cured 143 of 161 patients with vaginitis due to 
Trichomonas vaginalis, Candida (Monilia) albicans, 
or both. “Almost immediate symptomatic 
improvement was noted with the first insufflation.” 
Criteria for cure: freedom from 
infecting organisms as well as symptoms on 
repeated examinations during a three-month follow-up. 
This cure rate of 88.8% is “surprisingly similar” 
to results reported by earlier investigators. 


Coolidge, C. W. ; Glisson, C. S., and Smith, A. S.: 
J.M.A. Georgia 48:167, 1959. 


TRICOFURON” 


IMPROVED 


2-step treatment brings swift relief, 
eradicates stubborn trichomonads, 
Candida (Monilia) albicans, 
Hemophilus vaginalis 


1. powper for weekly insufflation in your office. 
Micorur®, brand of nifuroxime, 0.5% 
and Furoxone®, brand of furazolidone, 0.1% in 
an acidic water-dispersible base. 

2. suppositories for continued home use 
—Ist week one suppository in the morning 
and one on retiring. After Ist week, one 
suppository at night may suffice. 

Continue use of suppositories during menses. 
Treatment should be continued throughout a complete 
menstrual cycle and for several days thereafter. 
MICOFUR 0.375% and FuROXONE 0.25% 
in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 
Also available: 
box of 12 suppositories with applicator. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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New microphotographs 
illustrate unique action 


of 
Jel 


snowy white — dry — static — free of messiness 


in seminal fluid — 
Sore 
reaching interface of 


seminal fluid and 
IMMOLIN Matrix 


IMMOBILIZED 
near the 
| IMMOLIN Matrix — 
spermatozoa 
approaching the 
of the IMMOLIN 
immediately become 
immobilized and 
non 


DEAD 
inside the 
| IMMOLIN Matrix — 
spermatozoa dead and 
buried —killed within the 
distance they normally 
43 | travel in one-quarter 
« of a second 


Simple, effective conception control —_, 
without an occlusive device *? 


1. Goldstein, L. Z.: Obst. & Gynec. 10:133 (Aug.) 1957. 


2. Finkelstein, R., and Goldberg, R. B.: Am. J. Obst. & Gynec. 
78:657 (Sept.) 1959. 


Active ingredients lyoxyethyleneglyco!l 550 iaurate 5%, = of 
Nonyiph lyethoxyethano! 1%. 
IMMOLIN is @ registered trade-mark of Julius Schmid, Inc. — 


JULIUS SCHMID, INC. 
423 West 55th Street, New York 19, N. Y. 
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Poliomyelitis -Diphtheria-Pertussis-Tetanus 


PEDI-ANTICS 


TLL 
SINCE THANK 
TETRAVAX, THE 
THE ENTIRE ENTIRE 
CIVILIZED CIVILIZED 
WORLD WORLD 
LOVES 
sHoTs!/ 


DIPHTHERIA AND TETANUS TOXOIDS WITH PERTUSSIS AND POLIOMYELITIS VACCINES 


now you can immunize against more diseases... with fewer injections 


Dose: 1 ec. 

Supplied: 9 cc. vials in clear plastic cartons. Pack- 
age circular and material in vial can be examined 
without damaging carton. Expiration date is 
on vial for checking even if carton is discarded. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


TETRAVAX A TRADEMARK OF MERCK 4 CO., INC. 


Qo MERCK SHARP & DOHME, pivisIon OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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BOOKS 


ON DISPLAY AT THE MACMILLAN BOOTH, 
NUMBER 114, AT THE 1960 AMERICAN 
PUBLIC HEALTH ASSOCIATION CONVEN- 
TION IN SAN FRANCISCO. 


HUMAN ECOLOGY AND HEALTH, An introduction tor Administrators 


by EDWARD S. ROGERS, M.D., M.P.H., Professor of Public Health and Medical 
Administration, School of Public Health, University of California (Berkeley). 

An ecologic approach to understanding the trends and patterns of today's health 
needs and health services responsive to them. A 


DESCRIPTIVE DATA — Part |. Demographic Background; Part Il. The Health Status 
of the Population of the U.S. ANALYSIS — Part Ill. An Ecologic Approach to the 
Concept of Health and Illness. SUPPLEMENTARY READINGS — Part IV. Readings 
and Related Tables (from outstanding writers on public health and related fields). 

1 probable price, $10.00 


MEDICAL ENTOMOLOGY, Hew 5th 

by WILLIAM B. HERMS, Sc.D., Late Professor of Parasitology, Emeritus, University of 
California; revised by MAURICE T. JAMES, Ph.D., Professor of Entomology, 
Washington State University. 

The new, revised, and completely rewritten edition of a book the Journal of the 
American Medical Association called, ‘*...an authoritative guide to the practical 
application of entomology.” 


FEATURES NEW MATERIAL ON: Morphological parts * Mosquito abatement ® Resist- 
ance to insecticides * Basic physiology and genetics of resistance * Bionomics of 
medically important arthropods ® Modern control methods ® Use of systemic insec- 
ticides * Mosquito-borne encephalitides * etc. New anatomical material enhances 


the value of the text, particularly in application to laboratory work. 
probable price, $13.00 


O. MANUAL OF CARE FOR THE DISABLED PATIENT 


by ARTHUR J. HEATHER, M.D., Medical Director of the Eugene du Pont Memorial 
Hospital, Wilmington, Delaware. 
Essential to everyone involved in the care and rehabilitation of disabled persons. 


THE MANUAL COVERS: The hemiplegic patient * Voluntary control of urination * 
The neurogenic bladder (cord bladder) ® Urinary complications and bladder train- 
ing * Decubitus ulcers (pressure sores) * Bowel training * Nutritional problems 
of the severely disabled * The arthritides * Osteoporosis ® and prosthetics. 


probable price, $3.75 
Be sure to see these books at Booth 114 during the convention, or write to Dept. PH-9. 


60 FIFTH AVENUE, NEW YORK 11, N.Y. 
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Specify KIMAX for maximum 


Look to Kimble for new opportunities to 
save. Important additions to the growing 
KIMAX line make it easy and profitable to 
specify KIMAX. 

The complete line of Kimble Volumetric 
Flasks, now in “hard” glass, is available in a 
variety of types and tolerances to meet every 
laboratory requirement. 

The complete line of KIMAX Cylinders is 
now offered in a full range of styles and sizes. 

The complete line of KIMAX Ground 
Joints now includes new listings and all sizes. 

The complete line of new Hi-Vac (high 
vacuum) Stopcocks is now offered by Kimble 
in “hard” glass. 


KIMBLE LABORATORY GLASSWARE 
AN @ PRODUCT 


discounts in the growing Kimble line 


4 


| 


These new items are now available from your 
Laboratory Supply Dealer. 

If you don’t have new Kimble Catalog 
Supplement SP-57 containing these and 
many more new listings, just fill in the coupon 
below and send it to Kimble Glass Company, 
Dept. AH-9, Toledo 1, Ohio. 


I'd like a copy of Catalog Supplement SP-57 


Name 


Company. 
Address 
City 


State 
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Owens-ILuinois 


GENERAL OFFICES + TOLEDO 1, OHIO 


‘x 
‘Aa 


~ 
For patients in pain 


Differences That 
Distinguish DARVON® 


Freedom from Addiction 
No Adverse Effect on Vision 

Patients Retain Physical and Mental Acuity 

Does Not Interfere with Blood Clotting 

No Diaphoretic Effect 

Suitable for Patients Subject to Smooth-Muscle Spasm 
Continued Effectiveness after Prolonged Therapy 

e Superior to Salicylates in Ulcer Patients 


Preparations of Darvon: 
Darvon—32 and 65-mg. Pulvules® 
Darvon® Compound Darvo-Tran® 


Darvon® (dextro propoxyphene hydrochloride, Lilly) 

Darvon® Compound (dextro propoxyphene and acetylsalicylic acid 
compound, Lilly) 

Darvo-Tran® (dextro propoxyphene and acetylsalicylic acid with 

phenaglycodol, Lilly) 


EL! LILLY AND COMPANY «+ INDIANAPOLIS 6G, INDIANA, U.S.A. 
020258 
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LEHN & FINK perovucrts 


4934 Lewis Avenue, Toledo 12, Ohio, GReenwood 5-0671 


Professional Division 


SPECIAL MESSAGE TO PUBLIC HEALTH PEOPLE 


CONCERNED WITH CONTROL OF STAPH INFECTIONS 


As your daily activities in fighting the spread of staphylococcal 
infection no doubt reveal, the same antibiotic-resistant phage 
types found in the hospital are now well established in the 
community. During recent years, close attention by hospitals to 
curtailing transmission of staph, both withir the hospital and 
into the community at large through discharged patients, visitors, 
or hospital personnel, has revealed how vicious the cycle of 
infection has become. 


A good example is the three-year study from the 900-bed Temple 
University Medical Center, reported by Dr. H. Taylor Caswell and 
his co-workers in Surgery, Gynecology & Obstetrics, May, 1960. 
They report that, with stricter aseptic control and patient 
management, the infection rate in 10,000 clean surgical wounds 
per year decreased approximately 60% to .55%, with 53% due to 
80/81. However, there was an appreciable increase in hospital 
related medical infections with phage type 80/81 identified in 71% 
of the cases, During this same period, the number of heavily 
contaminated patients admitted for treatment of staphylococcal 
disease doubled, constantly re-infecting the hospital with staph 
strains which may have originated there. 


In New York State where reporting of staph infections is now state 
law, dangers from staph in the home were discussed by a panel and 
reported on by Dr. Andrew C,. Fleck in the March 15, 1960, issue 

of the New York State Medical Journal. Death of a mother from 
staphylococcal pneumonia followed exposure through her child, first 
hospitalized for chronic cystic fibrosis. In another family, ten 
out of eleven members, and their public health nurse, were 
afflicted with chronic furunculosis. 


Every age is susceptible to staph infection - from the newborn and 
infants to elderly individuals with debilitating disease. Since 
transmission can be by contact with patient or carrier, with 


is 
i 


Page 2 - SPECIAL MESSAGE ON CONTROL OF STAPH 


articles contaminated by infected persons, by droplet spread, or 
by contaminated dust redispersed in the air - scrupulous aseptic 
technics in handling the patient and thorough environmental 
disinfection are essential whether in the hospital or the home, 
When your recommendations to hospitals for staph control include 
meticulous housekeeping and thorough environmental disinfection, 
have you considered the specific practical advantages of Lehn & 
Fink phenolic disinfectants? Bacteriologic data and clinical 
evidence of the effectiveness of Amphyl®, O-syl®, Lysol® 
disinfectants, and Tergisyl® detergent-disinfectant are available 
on request. In addition to being staphylocidal, all are broadly 
microbicidal including tuberculocidal, pseudomonacidal, and 
fungicidal, They are easy to use for regularly scheduled 
disinfection procedures wherever communication of staph is a 
problem. 


Please write for literature on all products. Samples, too, if 
you wish. If you would like copies of instructions for teaching 
purposes, we will be glad to send these in quantity. May we hear 
from you? 


Charles Manz 
Professional Division 


CFM: tb 


P.S. If you're going to be in San Francisco at the American 
Public Health Association meeting, October 30 - November 4, 
please stop and visit us. Our exhibit booth is No. 110. 


LEHN & FINK PRODUCTS CORPORATION, 4934 Lewis Ave., Toledo 12, Ohio 
© L&F 1960 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 


Chronic Appendicitis? 


Rheumatoid Arthritis? 


DISEASE that is frequently 


A overlooked in solving diag- 


nostic quandaries is amebiasis. 
Its symptoms are varied and 
contradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.' 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.’ 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 

Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin* 


TABLETS 


specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 


1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955) 

2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 64:708 (July, 1955). 

3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. ASSENGILL COMPANY 


BRISTOL, TENNESSEE 


NEW YORK . KANSAS CITY . SAN FRANCISCO 


ae 
| 
4 
Tat 
| 
were 
ae 


Have you considered all the implications 
of Orinase’ in public health? Here, for 
instance, is what Orinase means to... 


The Industrial Physician 


According to the Committee on Em- 
ployment of the American Diabetes 


The Health 
Educator 


The development of oral 
management of diabetes 
represents a break- 
through not only for 
patient and physician 
but also for metabolic 
research. This exciting 
story makes a natural 
peg for your efforts to 
gain community accept- 
ance for the diabetic, and 
to win support for case- 
finding projects. 


Association (Indust. Med. 27:527 
[Oct.] 1958),no special difficulty is 
presented in the employment of 
“many selected diabetics who are 
controlled with the aid of tolbutamide 
(Orinase) and diet. . . . Experience 
indicates that symptomatic hypogly- 
cemia is not a factor in diabetics con- 
trolled with the aid of tolbutamide 
only.” Do your employment stand- 
ards conform to these new concepts? 


The Epidemiologist 
The Orinase Epoch has 
given a twofold push to 
diabetic case-finding: It 
has aroused new interest 
in diabetes, and, because 
it has reduced the neces- 
sity for injections, more 
and more diabetics are 
presenting themselves for 
medical care. This shift 
in attitude can help you in 
uncovering more of the un- 
known diabetics in your 
community. 


880. 8. PAT. OFF.—TOLBUTAMIDE, 


sufficiency. 


The Public Health Nurse 


Nursing time now spent administering 
insulin to diabetics who cannot inject 
themselves can be saved if the patient is 
Orinase-responsive. And of course the 
patient gains new freedom and self- 


The Health 
Officer 


Each such transfer also saves 
public health dollars. One large 
city saves some $2.50 a day for 
each welfare patient switched 
to Orinase from insulin injec- 
tions administered by a public 
health nurse. Why not make 
sure that your health depart- 
ment doesn’t overlook any of 
the public health implications 
of Orinase? 


Upjohn 


The Upjohn Company 
Kalamazoo, Michigan 
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while they are planning 
their family 


they need your help 
more than ever the most widely prescribed contraceptive 


WHENEVER A DIAPHRAGM IS INDICATED 
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How 
CIBA research 
met the 
challenge 

of 

leprosy: 


CIBA-1906 


Five years of clinical trials have established 

these advantages of CIBA-1906, a thiourea 

derivative, in the treatment of leprosy: 

® Suitable for every stage and in every 
form of leprosy 

= Promptly reduces the bacterial index 
with correspondingly rapid clinical 
improvement 

® Excellently tolerated, even by children 
and patients hypersensitive to sulphones 

® Lepra reactions are comparatively 
infrequent and assume a milder form 

® No known contraindications 

® Less scar formation and nerve destruction 

= Can be administered in combination with 

other antileprosy agents 


Photos of leprosy patient show that treatment with CIBA-1906 
caused complete disappearance of plaques on the nostrils. 


Available only for investigational use; 
for further information write to: 
CIBA LIMITED, BASLE, SWITZERLAND 
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POVAN SUSPENSION closely 
approximates the ideal oxyuri- 
cide, enabling the physician to 


to Administer: Each - 
child or adult is given one dose 


“tered orally to a child or adult 
‘ina single dose, equivalent to 
5 mg. pyrvinium base per Kg. of 
- body weight. For convenience, 
one 5-cc. teaspoonful per 22 
_ pounds (10 Kg.) of body weight 
may be used. (See literature for 
detailed dosage schedule) 
‘Note: Parents ond 
should be told that povan 
SUSPENSION wil! 
| 


available as a pleasant-tasting, 
strawberry-flavored liquid, con- 


sorbed from the gastrointesti J Jou 

q contol | 

NEW 

PAMOATE SUSPENSION, N : im 


FOR 


SANITATION 
RESEARCH 


DIVERSEY 


INVESTS 


Research—the yardstick by which we 
prepare for the future—is of first impor- 
tance at Diversey. Last year our expendi- 
tures for Research and Product Develop- 
ment amounted to about 25c of every dol- 
lar of pre-tax earnings. 


Much of this effort is aimed at applying 
electronics and atomic physics to Dairy 
Sanitation. Advaneed research like this 
has led to improved techniques for evalu- 
ating results of C-I-P cleaning, for in- 
stance. 


In new-product development, an exam- 
ple of Diversey’s many contributions is a 


new non-foaming conveyor chain lubri- 
cant—Dico.uBeE SL. This lubricant pro- 
vides cleaner, more smoothly operating 
chains and eliminates the problem of slip- 
pery, hazardous floors along conveyor 
lines. 

By constantly searching for better prod- 
ucts and methods—solving the small 
problems as well as the large ones— 
Diversey advances the science of dairy 
sanitation . . . helping to insure quality 
milk and improve dairy efficiency. Per- 
haps our experience can help you. The 
Diversey Corporation, 1820 Roscoe 
Street, Chicago 13, Illinois. 


DIVERSEY. 
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NEW 


MEDICAL & LABORATORY 
MICROSCOPE srm 


Leitz sets a new standard in introducing this 
general purpose microscope for student and 
laboratory use. The SM model embodies the 
advances of design and craftsmanship that only 
100 years of microscope experience can provide. 
It combines solid construction and operational 
ease with: true accuracy and precision. The 
Leitz MEDICAL & LABORATORY MICROSCOPE SM 
is the ideal microscope for the laborotory. 
Among its outstanding features are: 


© Famous Leitz ball-bearing, single knob, dual 
focusing control, combines fine and coarse 
focusing 

* Handsome design, solid and dependable 
construction 

* Flat-surfaced stand of corrosion-resistant light 
alloy 

* May be used turned away from observer for 
easy accessibility to slide 

® Instant-locking device changes tubes (inclined 
or straight monocular or binocular) in a one-step 
operation 


A TYPICAL COMBINATION OF ACCESSORIES * Variety of object stages to choos. from 
MEDICAL & LABORATORY MICROSCOPE $M, with @ Removable mirror interchanges with attach- 
inclined monocular tube, mechanical stage; two-lens 

condenser with upper iris able illuminators 

diaphragm; quadruple nosepiece; substage illumi- > 

nator; carrying case. With optical outfit consisting © Retractable spring-loaded mounts on high- 
of achromats 3.5x, 10x, 45x, and 100x—oil 6x and powered objectives provide positive protection 


10x eyepieces. 


against damage to slide or front lens. 


| E. Leitz, Inc., Dept. PA-? 7 
468 Park Avenue South, N. Y. 16, N. Y. 
Please send me additional information on 

I the SM Microscope 


| NAME 


] streer 


ZONE STATE 
21387 


E. LEITZ, INC., 468 PARK AVENUE SOUTH, NEW YORK 16, N. Y. 
ODistributors of the wortd-famous products of 
Ernst Leitz G.m.b.H.,Wetziar, Germany—Ernst Leitz Canada Ltd. 
LEICA CAMERAS - LENSES - PROJECTORS . MICROSCOPES -: BINOCULARS 
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SEE THE DIFFERENCE! \\/[Ji) DISPOSABLE NEEDLES 


A simple test that dramatically demonstrates the superiority of Vim sterile disposable needle pack- 
aging is illustrated above. Simply immerse the Vim pack, and any others you may wish to test, in 
water. Unlike paper-back or spot-sealed cap-type packs, the hermetically sealed VIM all-plastic unit 
cannot soak up or "‘breathe-in"’ contaminants... assures sterility under all handling conditions. 


Compare the sharp new point. Developed through exhaustive penetration and strength tests, the 
new VIM shorter top-side beveling (shown below) achieves optimum sharpness and strength, mini- 
mizing patient discomfort. Broad side-pointing on Type "‘A” and lancet type ’’B” cuts into lumen... 
weakens points...may cut tissue plug. Frail lancet type, in particular, may ‘'fish-hook”’ in routine vial- 
stopper insertion or on tissue entry. 


VIM Sterile Dis- 
posable Needies 
—meet rigid new 
Government spe- 
cifications for use 
in Veterans Admi- 
nistration and U.S. 
Sales Office: Danbury, Connecticut 


Armed Forces 
PRODUCERS OF DAVIS & GECK SUTURES AND 
Hospitals. HYPODERMIC SYRINGES AND NEEQLES 
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brings you.a great new formula 
for general - purpose centrifuging: 


ok CS = International's all-new cabinetized centrifuge — a 
bination of CM y plus SB speed and versatility 


INTERNATIONAL 


MODEL CS GENERAL-PURPOSE 


CENTRIFUGE 
for popular-priced versatility 


ADVANCED IN DESIGN! 


Only the new International Model CS Centrifuge * Stainless stee/ bowl for maximum safety, 


combines all these features at such a popular 
price: 


* New motor delivers higher speeds and forces: 
up to 5,500 rpm and 4,730 x G for routine 
centrifuging; up to 23,400 rpm and 37,950 x G 
with multi-speed attachment. 

* Wide-range versatility: capable of swinging all 
CM and most SB head and accessory combina- 
tions . . . horizontal, angle and basket. 


* Modern cabinetized construction with ample 
storage space for heads and accessories. 


long life and easy cleaning. 

* Unitized control panei with speed controller, . 
tachometer, electric brake, automatic timer and 
pilot light . . . all conveniently located. 


NO ADVANCE IN PRICE! 
Because of the productive skills and experience of 
the world’s largest manufacturer of laboratory 
centrifuges, you pay no more for this advanced 
design than you would for a time-tested Model CW 
with its separate cabinet stand. Get alf the facts 
about the great new Model CS from your nearby 
authorized International Dealer or write: 


INTERNATIONAL (IEC) EQUIPMENT CO. 


BUILDING NO. 5B, 1284 SOLDIERS FIELD ROAD, BOSTON 35, MASS. 
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JUICE STANDARDIZATION 


IN THE SPOTLIGHT 


NATURE NEVER GUARANTEES that fruit and vegetable juices con- 
tain significant amounts of vitamin C (ascorbic acid). Even those 
juices often assumed best may be woefully lacking in this essential 
nutrient. The table below shows this fact only too clearly. 


VARIATION IN VITAMIN C 
in commercially canned American juice 
(Mg. per 100 Grams of juice) 


MIN. 


0.2 
0.0 


Grapefruit. . 10.0 


(Date from U. $. Department of Agriculture) 


Juice processors have an easy way to overcome the wide vitamin C variations 
in natural juices. They standardize with the pure, crystalline vitamin. The cost is 
nominal, the processing simple—and the juice is a better food. 


Many nutritionists believe that standardization of the vita- 
min C content of processed juices is in the public interest. 
Would you like to have more information about vitamin C and the role it plays 
in keeping you and your family healthy? Just write (no obligation) to the Depart- 


ment of Education at the address below. If you are concerned with the manufac- 
ture of pharmaceuticals or the processing of food, the Roche Technical Service 


is ready to help you. 
FINE CHEMICALS DIVISION HOFFMANN-LA ROCHE INC. « 10. new JERSEY 


Roche Research and Roche Products Preserve and Protect the World's Health 


>? Z ROCHE ROUND THE WORLD aS Z 


AFFILIATED COMPANIES: BASEL * BOGOTA © BOMBAY © BRUSSELS * BUENOS AIRES © GRENZACH © HAVANA 
ISTANBUL * JOHANNESBURG * LONDON © MADRID © MEXICO CITY © MILAN * MONTEVIDEO © MONTREAL 
PARIS © RIO DE JANEIRO © STOCKHOLM © SYDNEY © TOKYO © AGENCIES IN OTHER COUNTRIES 


ROCHE ©1960 H-LR, INC. 
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Millipore announces 
a New Laboratory Manual for 
Bacteriological Water Analysis 


Particular emphasis is placed on manipulative 

details in the enumeration of coliform organisms. 
Specific techniques are included to isolate 

plankton algae and determine suspended solids. 


Plankton 


Millipore rivrer CORPORATION 


Dept. PH, Bedford, Massachusetts 


Send me a free copy of the Millipore Manual for 
Bacteriological Water Analysis. 
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DETERGEN T 


CLEANES 
Lf EAN EST Cite: 


Made especially for the exacting requirements of 
LABORATORY, HOSPITAL AND MEDICAL USE! 


MORE EFFECTIVE than any known detergent in 
powder form or any liquid detergent that costs four 
times as much! 


Also makers of ALCOJET for Special 5 Ib. box for Federal, 
all equipment washed by ma- State, County and Municipal 
chine and ALCOTABS in tablet Agencies, available through 
form for all pipette washers. regular supply sources. 


Order from your supplier or ask him for samples 
and FREE Cleaning Guide. 


Sold by All Leading Laboratory, Hospital and Sur- Meets Highest 
gical Supply Dealers in the United States as well Government Specifications 
as in 
CANADA + ENGLAND + SWITZERLAND + BELGIUM +» NETHERLANDS + MEXICO 
VENEZUELA + PERU + BRAZIL « PANAMA «+ PUERTO RICO + HAWAII 


ALCONOX, INC., 853 BROADWAY, NEW YORK 3, N.Y. 
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NOW a truly definitive answer 
to an ever-present problem 


menstrual cup 


You can prescribe Tassette with full assurance that i ee ere: 
your patient will find a safe, effective and completely : 

acceptable answer to her menstrual control problem. 
Tassette, made of soft pliable rubber fits anatomically at 
the mid point of the vaginal wall and acts as a catch basin 
for the menstrual flow (see anatomical drawing). It is 
easily folded, needs no inserter, and can be simply 
emptied and replaced as needed. Tassette requires no 
measurements or fitting, and can be worn with complete 
comfort at all times. 

Tassette permits your patient to swim, dance and 
engage in any activity because it catches the flow and 
seals it off completely. Thus there is no odor or possibility 
of leakage or staining as may occur during periods of 
heavy flow when tampons are used. There is no danger 
of chafing, irritation or infection, and no belt is required, 
as with ordinary sanitary napkins. 

Tassette has many medical applications other than 
its use as a menstrual cup. During the intermenstrual 
period it provides the most satisfactory and safe method 
for collecting vaginal, cervical or uterine secretions for 
diagnostic purposes. Tassette has also been used to insure 
against leakages in vesico-vaginal fistula. 

Modern internal menstrual control is now accepted 
by the medical profession and Tassette is widely recom- 
mended by gynecologists in place of sanitary napkins and 
tampons. In order to acquaint you with Tassette this spe- 
cial offer is made: Send $3.50 (reg. price $4.95) for one 
Tassette with complete directions, postage prepaid. Tas- 
sette guarantees satisfactory use for two years or your 
money back. 


Mail this coupon Cash Please send me _______ Tassettes. Enclosed is $ 
with cash, check or 

money order to | © Check Name 
TASSETTE, inc. 
170 Atlantic Square 
Stamford, Conn. l City State Zone 


Money Order Street 


Dept. M.6 
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A satisfactory hematologic picture during the second 
year of life may often be assured before the second year 
begins. Timely prophylaxis —Similac With Iron feeding 
during the first year of life—can help assure adequate 
iron stores; can help prevent dilution of hemoglobin in 
an expanding blood compartment. When exogenous iron 
is prescribed for the infants in your practice, Similac 
With tron—from the bottle or from a cup—provides 
assured iron intake in every formula feeding. 


first year 
prophylaxis 
against 
second year 


SIMILAC 
WITH 
IRON 


12 mg of ferrous iron per quart of formula 


208s LABORATORIES 
Columbus 16, Ohio 
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Tetracycline now combined with the new, more active antifungal anti- 
biotic— Fungizone—for broad spectrum therapy / antimonilial prophylaxis 


A new advance in broad spectrum antibiotic therapy, 
MYSTECLIN-F provides all the well-known benefits of tetra- 
cycline and also contains the new, clinically proved antifungal 
antibiotic, Fungizone. This Squibb-developed antibiotic, which 
is unusually free of side effects on oral administration when 
given in oral prophylactic doses, has substantially greater in 
vitro activity than nystatin against strains of Candida (Monilia) 
albicans. 

Thus, in addition to providing highly effective broad spec- 
trum therapy, MYSTECLIN-F prevents the monilial over- 


the Priceless Ingredient 


with such therapy. It helps to protect the patient from trouble- 
some, even serious, monilial complications. 

New Mysteclin-F provides this added antifungal protection 
at little increased cost to your patients over ordinary tetracy- 
cline preparations. 


Available as: MYSTECLIN-F CAPSULES (250 mg./50 mg.) MYSTECLIN-F 
HALF STRENGTH CAPSULES (125 mg./25 mg.) MYSTECLIN-F FOR 
SYRUP (125 mg./25 mg. per 5 cc.) MYSTECLIN-F FOR AQUEOUS 
DROPS (100 mg./ 20 mg. per cc.) 

For complete information, consult package insert or write to Profes- 


EW sional Service Department, Squibb, 745 Fifth Avenue, N. Y. 22, N. Y. 


Squibb Phosphate-Potentiated Tetracycline (SUMYCIN) plas Amphotericin B (FUNGIZONB) 


growth in the gastrointestinal tract so commonly cnninel 
; Squibb Quality — MYSTE C LI N- F 
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With other nutrients, protein is needed to 


essential for 


and vigor in all body tissues. 

Healthful longevity appears to be favored 
by diets which provide generous amounts of 
high quality protein and all essential nutri- 
ents . . . without excess calorie intakes. Pro- 
tein needs remain fairly constant throughout 
adult life . . . increasing with pregnancy and 
lactation . . . increasing with infection, any 
febrile or debilitating illness or wound heal- 
ing. Calorie requirement declines with age 
after twenty-five. This suggests an increasing 
ratio of protein to carbohydrate and fat in 
the diet is desirable as calorie intake 
diminishes. 

The essential amino acid requirements of 
the normal healthy adult can be provided 
by 2.6 cups of milk. The minimum adult 
requirement for protein, when supplied by 
cow’s milk, has been estimated by the Food 
and Nutrition Board as . . . 0.39 to 0.41 gm. 
per kilogram body weight for the adult man 
...0.42 to 0.43 gm. per kilogram for the 
adult woman . . . increasing to 0.56 gm. per 
kilogram during pregnancy and 0.71 gm. 
kilogram during lactation. 

Thus minimum protein and amino acid 
needs could be satisfied daily by... 3.3 
cups of milk for the 70 kilogram man... 
2.9 cups of milk for the 58 kilogram woman 
...3.8 cups of milk for the same woman 
during pregnancy . . . and 4.8 cups while she 
nurses her baby. 


Milk is man’s first dietary source of protein. 
Cow’s milk, as such and in dairy foods, can 
continue to supply easily digested high qual- 
ity protein at all periods of life . . . in various 
forms ...at any course of any meal of the 
day ...in any ratio of protein to fat which 
may be desired. 


Since 1915... promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street « Chicago 6, Llinois 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 
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POTENT 
GERMICIDE 


a broad spectrum 
of other 
bacteria 


against 
Staph'and 


SANITIZING AGENT 
PREPARED LIKE A 
FINE PHARMACEUTICAL 


® 


Phenol coefficient analyses bear out what 
experience has proved over the years. . . 
that ‘Roccat, the original quaternary 
ammonium germicide, is an extremely 
powerful germicidal agent against a 
broad range of bacteria. Such tests show 
Roccat to have several hundred times 
the antiseptic power of phenol against 
Staphylococcus aureus, Eberthella ty- 
phosa, Escherichia coli, Streptococcus 
pyogenes, Streptococcus hemolyticus, 
Streptococcus viridans and other viru- 
lent organisms. 


Roccaz is not only capable of destroying 
these pathogenic microbes but of de- 
stroying them rapidly. Comparative in- 


vestigations for rapidity found that 
Roccat destroyed test organisms of 
Staph. A. in less than | second whereas 
iodine, several mercurials and chlorine 
preparations destroyed only a fraction 
of the organisms within 5 minutes. 


A product of one of the world’s leading 
pharmaceutical manufacturers, Roccac 
is subject to testing at the manufactur- 
ing level, batch tested at Sterwin’s Con- 
trol Laboratories and tested a third time 
when the product is bottled. Roccat is a 
potent bactericide: highly stable, stain- 
less, non-irritating, virtually tasteless, 
odorless, non-corrosive and non-poison- 
ous in recommended dilutions. 


ROCCAL HAS HIGH HARD WATER TOLERANCE—550 ppm— Official Test Method 


Roccal’s New Field Test is an accurate and practical method 


Further technological information ! 
on Roccal, including New Field ! 
Test, and samples will be gladly 1 
provided on request. 
/ 


of determining the strength of Roccal sanitizing solutions. 


Subsidiary of Sterling Drug Inc. 
1450 Broadway, New York 18, N.Y. 
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A LEADER IN 
IMMUNOLOGIC 
AGENTS 


ANTIRABIES SERUM 
RABIES VACCINE 
BOTULISM ANTITOXIN 
CATARRHALIS VACCINES 
CHOLERA VACCINE 


DIPHTHERIA-TETANUS 
TOXOIDS 


GAS GANGRENE 
ANTITOXIN POLYVALENT 


INFLUENZA VIRUS 
VACCINE POLYVALENT 


MUMPS VACCINE 
PERTUSSIS VACCINE 


POLIOMYELITIS 
IMMUNE GLOBULIN 


ROCKY MOUNTAIN 
SPOTTED FEVER VACCINE 


SMALLPOX VACCINE, 
AVIANIZED* CHICK 
EMBRYO ORIGIN 


STAPHYLOCOCCUS TOXOID 
TETANUS ANTITOXIN 


TETANUS-GAS 
GANGRENE ANTITOXIN 
TETANUS TOXOIDS 


TRI-IMMUNOL* 
Diphtheria-Tetanus Toxoids 
and Pertussis Vaccine 


TYPHOID-PARATYPHOID 
VACCINE 


TYPHUS VACCINE 


POLLIGENS® 
(Eastern and Western) 
Pollen Antigens 


MIXED GRASSES & 


COMBINED RAGWEED 
Pollen Antigens 


ALLERGENIC PROTEIN 

EXTRACT bust (House) 

*Trademark 

LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pear! River, New York 
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When you sit down with a person who 
needs help in diet planning—where do 
you begin? What is your approach to na- 
tional overweight—said to be America’s 
gravest health problem? 

Nutritionist Herbert Pollack, M.D., 
who is Chairman of the Nutrition Com- 
mittee, American Heart Association, 
bluntly begins—‘‘An ounce prevented is 
better than a pound cured.”’ He then out- 
lines a new, medically-accepted method 
of combating overweight. 

His pamphlet, “Weight Control The 
Module Way,” applies basic principles in 
simple, easy-to-follow instructions for the 
layman. Calorie-rated groups of food and 
calorie-rated types of physical activity 
become “‘modules.”’ Add or subtract these 


“food” or “activity” modules to the pat- 
tern of daily living. You gain, lose or 
maintain weight—by design! 

Dr. Pollack’s exciting and practical con- 
cept of weight control was first presented 
at an American Heart Association- 
sponsored Symposium, and the Bulletin 
of the New York Academy of Medicine 
has reprinted in full the papers from that 
meeting. Thus the Bulletin becomes a cur- 
rent text on obesity—on anthropological 
and genetic factors; pathology; influence 
on morbidity and mortality; caloric cost 
of living; diet planning; and prophylaxis 
of obesity. 

The Bulletin reprint and ‘“‘Weight Con- 
trol The Module Way” are available free. 
Send for your review copies today. 


The nutritional statements in the “Weight Con- 
trol . . pamphlet have been reviewed by the 
Council on Foods and Nutrition of the American | 


ENRICHED ... 


and whole wheat flour 
foods are listed among 


Medical Association and found consistent with 
current, authoritative medical opinion. 


the “Essential Four’ food 
groups set up by the U.S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


FREE - USE COUPON OR SEND R, BLANK 


To: Wheat Flour Institute Dept. AJPH-9 
309 West Jackson Bivd., Chicago 6, lil. 

Please send me for my professional review a reprint of the Symposium 

on the “Prevention of Obesity,” and a copy of the pamphlet, “Weight 

Control The Module Way.” (Please Print) 


WHEAT FLOuR INSTITUTE 


working for a healthier America through nutrition 


ZONE. STATE. 
(otter limited to United States and Possessions) 
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in judging foods 
for caries-producing potentia/... 
Form and Time are of the essence 


Recent dental research '.?-* makes it apparent that liquids 
leave only minimal residue on gums or teeth because 
they pass quickly through the mouth. Therefore, liquids 
provide little opportunity for harmful action by 

enzymes present. 


Specifically, soft drinks are found to have virtually no 
relationship to oral conditions involved in the 
acidogenic theory. They may be fully enjoyed for their 
wholesome and beneficial qualities. Their taste encourages 
needed liquid intake. They provide quick energy 
pick-up and ready refreshment. 
. Shaw, Jas. H., Caries-producing Factors: A Decade of Dental Research, 

J. Am. Dent. A., 55:785 (Dec.) 1957. 


. Ludwig, T. G., and Bibby, B. G., Acid Production from Different 
Carbohydrate Foods in Plaque and Saliva; Further Observations Upon the 
Caries-Producing Potentialities of Various Foodstuffs, J. Dent. Research, 
36:56 (Feb.) 1957. 


. Bibby, B. G., Effect of Sugar Content of Foodstuffs on Their Caries- 
Producing Potentialities, J. Am. Dent. A., 51:293 (Sept.) 1955. 


American Bottiers 


of Carbonated Beverages 
Washington 6, D.C. 


The National Association of the Soft Drink Industry 


N 
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Protection when you need it, where you 
need It. Free-flowing HTH Granular or handy HTH Tablets 
provide uniform health protection for many sanitation problems. 
HTH assures fast bacteria kills, destroys algae, fungi and odors. 
The ideal dry chlorine product for treatment of municipal water 
supplies, industrial wastes, sewage systems, swimming pools. Eco- 
nomical and easy to use.. Conveniently packed in cans, pails or 
drums. Write today for literature. 


HTH® is a trademark OLIN MATHIESON CHEMICAL CORPORATION 
Chemicals Division Baltimore 3, Maryland 
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IN THE CHEMOTHERAPY OF TUBERCULOSIS 


Buffered 


Aminosalicylic Acid Acid ‘Panray’ ond 


NONE SURPASS PANRAY 


beg SODIUM CALCIUM POTASSIUM 


(Sodium (Potassium 
Pora Aminosolicylate icy Pora Aminesalicylote 
Dihydrate ‘Ponroy') 


bufle ed Po 


PREDNISONE) | ISONIAZID pyripoxing | | PARASAL 
‘PANRAY’® , PANRAY ‘PANRAY’ Sodium Packets 


Isonicotinic Acid 
(Pyridoxine HCI) 


“Penrey’ ) 


aes 

—, 
for QUALITY...ECONOMY...REPUTATION 
/ 
; 
S. DEAN ST., ENGLEWOOD, N. J. 
Canadian Distributors: Winley-Morris Co., 6579 Somerled Ave., Montreal 4 
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How Canco research assures safety 
of new materials for food containers! 


Through exhaustive studies, Canco scientists assure the safety 
of materials used in food containers 


Safety of container-making materials is 
assured through comprehensive tests in the 
Canco research laboratories. Screening tests 
are made to determine the suitability of all 
new materials being considered for metal, 
fibre, or plastic food containers. 

Tests are designed to develop information 
important to the U. S. Food and Drug Ad- 
ministration. Preliminary screening tests 
generally involve short-term feeding studies 
with rats or guinea pigs. Data from these 
tests and details as to intended commercial 
use for the material are then presented to 


the regulatory authorities for evaluation. If 
additional information is considered desir- 
able, this is obtained in a two-year feeding 
study using monkeys and other experimental 
animals. 

In this manner Canco determines the 
acceptability of its container materials from 
a public health standpoint. In two papers 
(1, 2) a typical evaluation program is dis- 
cussed in detail. These publications are 
available upon written request to Dept. E, 
American Can Company, Research Center, 
Barrington, Illinois. 


aerenences: (1) Ives, M. Safety Evaluation of Food Packaging Materials. Journal of the American Dietetic Assoc., (Apr. °57) 


(2) Ives, M., and Dack, G. M. Safety of Inside Enamel Coatings Used in Food Cans. Food Research, (Jan. °57) 
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COMPOUND-LOOP CONTROL 


Compound-loop Control by Wallace & Tiernan maintains chlorine 
residuals automatically—provides utmost flexibility in arrangement and 
process control. 

Chlorinator feed rate is adjusted by two signals: one from water 
flow, the other from continuous, automatic residual analysis. Since feed 
rate is the product of these signals, Compound-loop Control gives you a 
range of greater than 100:1. No matter how much flow or demand 
changes, your system always maintains the selected residual. 

Regardless of the size, type, or physical layout of your system, 
Compound-loop Control adapts readily. Electric, pneumatic, or 
variable vacuum control signals can be used. And you can in- 
stall Compound-loop Control as a package or convert to it, 
component by component, as your system expands. 


For more information, write Dept. S-145.02 


WALLACE & TIERNAN INCORPORATED 


25 MAIN STREET. BELLEVILLE 9, NEW JERSEY 
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A large-scale effort to create a regional organization of all health services 


was undertaken in Puerto Rico in 1956. Progress achieved since then 


up to 1959 is reported in the following account. Problems encountered 


are presented and the outlook for the future is assessed. 


REGIONALIZATION IN PUERTO RICO—PROBLEMS 


AND PROGRESS 


Reinaldo A. Ferrer, M.D., F.A.P.H.A. 


The Setting 


A A CONCEPT, the organization in a 
progressive institutional order of all 
health care services on a regional basis 
is not new. Since 1920, much has 
been written, and partial organizations 
have been established to implement the 
concept. However, the first comprehen- 
sive attempt to undertake coordination 
was begun by the Department of Health 
of the Commonwealth of Puerto Rico 
on August 13, 1956, when the Regional 
Office for Coordination and Research 
was established to coordinate health and 
welfare services in 15 municipalities* 
within the Bayamén Region with a total 
urban and rural population of 786,300. 


* Municipality: A politically and geographi- 
cally defined area containing one city or town 
and its surrounding rural area. See attached 
maps of the Bayamén Region. 
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The goal of the term “comprehensive” 
in Puerto Rico, can be stated as follows: 
“The major assumption in our experi- 
ment is that the education of the health 
care professions, and the development 
of health care services form an insepar- 
able whole together with scientific re- 
search. Implementation of this assump- 
tion requires the reexamination and re- 
orientation of existing, conventional 
policy in terms of an organization for 
the distribution of health care services 
on a completely coordinated basis; and, 
for the inservice education and training 
of the technical personnel within the 
health profession to undertake rendering 
such services efficiently. To achieve this 
goal research, particularly operations re- 
search, is essential.” This experiment 
was begun only after an extensive sur- 
vey of the Bayamén Region had been 
completed, and which provided justifica- 
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Regonal Office for Coordination and Research 


Department of Health 


Sen Juan, Puerto Rico 


Municipality: July 1, 1958 


Area and Estimated Population for Municipalities Within the Regional Program by 


16. Trujillo Alto 


Total 


Area in 
Municipality* Sq. Miles Population 
1. Aguas Buenas 30 14,600 
2. Barranquitas 34 25,300 
3. Bayamon 44 62,600 
4. Carolina 45 32,500 
5. Cataiio 5 30,500 
6. Cidra 36 24,800 
7. Comerio 28 21,700 
8. Corozal 42 22,100 
9. Dorado 23 12,400 
10. Guaynabo 27 31,200 
1l. Naranjito 28 20,500 
12. Rio Piedras 41 219,000 
13. San Juan 6 229,500 
14. Toa Alta 27 14,000 
15. Toa Baja 24 12,100 


13,500 
786,300 


Density 


486.7 
744.1 
1422.7 
722.2 
6100.0 


688.9 
775.0 
526.2 
539.1 
1155.6 


732.1 
5341.5 
38,250.0 
518.5 
504.2 
642.9 


1705.6 


* Municipality—A politically and geographically defined area containing one 
town and its surrounding rural area. 
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tion for the undertaking. One justifi- 
cation is economic, in the sense that 
the improvement of health and welfare 
services through coordination should 
provide the consumer with at least a 30 
per cent greater return on every dollar 
now invested by him for the daily pur- 
chase of the uncoordinated services.* 


Objectives 


The Regionalization Experiment in 
Puerto Rico has three organizational 
objectives: 

1. To coordinate a two-way flow of services 
and technical personnel from local municipal 
health and welfare centers through inter- 
mediate agencies to a base regional health 
and welfare center, and back to the local 
municipality. 

2. To establish and provide continuing edu- 
cation for all health care professionals work- 
ing in the Bayamon Region. 

3. To develop a technical consciousness of 
their needs for health and welfare services 
among the consumers in the urban and rural 
areas of each municipality in the region. 


Progress, 1956-1959 
1. Coordination of Services 


Formerly, the consumer had curative 
services provided by the municipality 
through a hospital or dispensary, and 
public health and welfare services pro- 
vided through local, separate health and 
welfare units belonging to the Depart- 
ment of Health of the Commonwealth 
of Puerto Rico. 

The first step to coordinate these 
three types of health care services was 
taken in 1947 by enactment of legisla- 


* Prior to regionalization, each welfare 
ublic health, and hospital unit of a municipal 
Health and Welfare Center, had its own bud- 
get, its own accounting, and purchasing 
system. With regionalization there is one 
single budget, accounting, and purchasing 
system for the entire Health and Welfare 
Center, managed locally under guidance from 
the Region Base Hospital. These measures 
are responsible for the 30 per cent increased 
return on each dollar. 
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tion to provide health centers in each 
Second and Third Class Municipality,* 
to bring the three services under one 
roof, including a hospital unit, provid- 
ing one bed for 1,000 population served. 
To date, 34 of the eventual 72 municipal 
health centers for Puerto Rico have 
been constructed. This measure to effect 
coordination by bringing the three serv- 
ices under one roof proved meaningless, 
because at the time, and after this 
action was taken, the previous regula- 
tions and manuals governing the daily, 
independent administration of each serv- 
ice remained unchanged. A second ob- 
stacle to the coordination of these serv- 
ices in the health centers was that they 
were placed in operation without specific 
standards for their organization and 
daily management. A third obstacle 
was the attitude of the personnel habitu- 
ated to work only within the limits of 
their particular service. The first task of 
the Regional Office for Coordination and 
Research was to remedy these three 
major obstacles. 

In 1956, it was realized that if exist- 
ing routine administration of services 
in the 15 municipalities were immedi- 
ately decentralized from the Common- 
wealth Department of Health to the 
Regional Office for Coordination and 
Research, the research staff would be- 
come so submerged in day-by-day op- 
erational routines as to be unable to 
take effective steps toward correcting 
the three obstacles to coordination stated 
above. Consequently, the initial admin- 
istrative responsibility of this office was 
limited during the first 27 months to 


* In Puerto Rico, municipalities are classified 


as first, second, or third class: 

(a) First Class: For taxation purposes the 
value of all property in the munici- 
pality exceeds $10,000,000. 

(b) Second Class: For taxation purposes 
the value of all property in the munici- 
pality exceeds $3,000,000 but less than 
$10,000,000. 

(c) Third Class: For taxation purposes the 
value of all property in the munici- 
pality is less than $3,000,000. 
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The Bayamon Region—A Geographic Area Comprehending 16 Municipalities: Health 
and Welfare Institutions 
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Regronal Office for Coordination and Research 
Sen Juon, Puerto Rico 


Regional Hospital 
revere | Office 


<> Hospital Unit, Health Center [#] Municipai Hospital 


Oy Public Health Unit, Health Center [Pr] Public Health Center 


[w) Public Welfare Center 
Training & Research Area 
University of Puerto Rico 
Schoo! of Medicine 


o Public Welfare Unit, Health Center 


* Municipality—A politically and geographically defined area containing one city or town and 


its surrounding area. 


the Regional Base General Hospital and 
to one pilot-plant municipal health cen- 
ter to be used for operational research. 

It is extremely difficult to convey by 
words alone the task involved in draft- 
ing and establishing the routines and 
procedures without which coordination 
would be practically ineffective. It is 
a pleasure to record how rapidly the 
research staff, without previous exposure 
to the concept of coordinated services 
became a well knit team, enthusiastic 


to achieve the over-all goal. One is 
thus able to report that by December, 
1958, the secretary of health felt it was 
possible to decentralize to the regional 
level the administration of all services 
within the Bayamén Region with a 
proportionate number of former Depart- 
ment of Health central staff. The com- 
pilation of an over-all Health Center 
Operating Procedures Manual, which 
required codification and often amend- 
ments of previously existing regulations, 
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was a time-consuming task, as these 
had not previously been brought to- 
gether within one compilation. Tentative 
standards for organization and manage- 
ment have now been completed for each 
type of service in each of the three 
previously separate Health, Hospital, and 
Welfare Units. The extent, of this task 
may be appreciated when it is realized 
that to date we have established stand- 
ards for 15 individual services.* Manuals 
of Procedures to implement the stand- 
ards have been completed in most of 
the service areas. Another important 
document which was found necessary 
and which has been completed is a 
“Guide for the Opening of a New 
Health Center.” 

The reorientation of technical and 
nontechnical personnel was undertaken 
concurrently with this paper work. Staff 
is now considered as regional rather 
than institutional, and in local municipal 
health and welfare centers themselves 
they are no longer hospital, health, or 
welfare unit staff. but are health and 
welfare center staff. One can very well 
envisage some of the difficulties en- 
countered in bringing about the self- 
education of the hospital or public 
health physician or nurse and other 
personnel to the point where they now 
designate themselves only as health cen- 
ter staff. 

The coordination of a two-way flow 
of services and technical personnel from 
municipal health and welfare centers to 
a Regional Base Hospital, and back to 
the municipality, is responsible for the 
observed daily reduction in the dis- 
parities which still prevail in the quality 
and quantity of health and welfare 
services available to the people in metro- 


* Surgery, Gynecology and Obstetrics, 


Radiology, Anesthesia, Internal Medicine, 
Laboratory, Pediatrics, Oral Hygiene, Com- 
municable Disease, Health Education, Environ- 
mental Sanitation, Tuberculosis, Social Serv- 
ices, General Administration, Nursing, Medical 
ane ‘Nutrition and Dietetics, Statistics, 
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politan San Juan, and in the more 
rural areas of the Bayamén Region. 
From the Regional Base Hospital almost 
daily, technical personnel, materials, and 
supplies are taken to municipal health 
centers, to make possible the rendering 
of high quality health and welfare serv- 
ices; and to furnish professional support 
which encourages local professional and 
administrative initiative. 

The chiefs of the Regional Clinical 
Services from the Base Hospital make 
regular visits to municipal health cen- 
ters to conduct special clinics, such as 
pediatrics, radiology, obstetrics, or to 
perform surgical procedures such as 
herniorrhaphies. The patient now re- 
quests and accepts with full confidence 
the health services available to him, 
and no longer insists that he be sent at 
once to the Regional Base Hospital. 
These are two of the many examples 
that can be given of the efforts made 
by our experiment to equip health and 
welfare personnel with the knowledge, 
the understanding, and the professional 
support required to solve the existing 
health and welfare problems in a local 
municipality. 


2. Continuing Education 


Over the past three years, much effort 
has been given to continuous and contin- 
uing education. However, it is not yet 
continuous or continuing to the extent 
desired. The chief obstacle is financial. 
A routine now established is for all 
senior clinical staff of the Regional 
Base General Hospital to circuit-ride 
and provide consultation services at 
local health and welfare centers within 
the Bayamén Region. It was thought 
that this service would provide an im- 
portant part of the general physician’s 
continuing education. This was to be 
supplemented by individual health cen- 
ter physicians being provided at the 
Regional Base General Hospital with 
residency training for several months 
in selected medical specialties. Experi- 
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ence has shown that consultative services 
by senior clinical staff at local health 
and welfare centers is not an entirely 
satisfactory educational tool for health 
center physicians. Consequently, it is 
being supplemented by organized sys- 
tematic graduate instruction at the Base 
Hospital on Saturday morning each 
week. This is also extremely difficult, 
because of the excessively large patient 
load now assigned to these physicians, 
and our financial inability so far to 
secure a sufficiently large pool of physi- 
cians in reserve to relieve those who 
are away from their work participating 
in this weekly educational activity or 
in the longer residency courses. Such 
is the case with technical personnel be- 
longing to allied health professions. One 
cannot get away from, or ignore for 
one single moment, the economic base 
line in Puerto Rico of an annual per 
capita income of $450 in attempting to 
provide measures to improve the quan- 
tity and quality of health and welfare 
services by methods not yet undertaken 
in states with four or six times the 
economic resources of Puerto Rico. It 
is our considered opinion that it can 
be done, but it would be premature at 
this time to discuss steps now in process 
of being explored. 


3. Development of Community Technical 
Consciousness of Health Needs 


In rural areas, it is felt this should 
be an integral part of across-the-board 
community development. Initial steps 
have been taken toward this end. 

The creation of local health councils 
is being stimulated.* The policy is to 
have them as involved as possible in 
the ongoing health activities. Two aspects 
of this are reportable. The first is to 


* The research staff of the Regional Office 
for Coordination and Research works hand in 
hand with the local health center staff in the 
organization of Local Health Citizens Councils. 
Jointly, we offer these councils guidance and 
orientation in the discharge of their responsi- 
bilities. 
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constitute local councils as the advisory 
board of the health and welfare center, 
with routine meetings, and one hopes 
increasing responsibilities in terms of 
helping to determine priorities in activi- 
ties, passing on budgets, approval of 
senior personnel, and the like. 

The second approach is a recent ex- 
periment in one municipality within 
the Bayamén Region. The appropriate 
sections of the American Public Health 
Association’s “Guide to a Community 
Health Study” and the “Evaluation 
Schedule” have been adapted to and, 
in cases, extended to meet Puerto Rican 
circumstances. The local health council 
co-opted some twenty additional citizens. 
The documents in Spanish were ex- 
plained to the group, who were then 
divided into four sections, each respon- 
sible for reporting on one: Community’s 
Resources and Facilities; Communicable 
Disease Control; Maternal and Child 
Health; and Environmental Sanitation. 
The several reports were jointly dis- 
cussed with the pertinent health profes- 
sions and other personnel and then con- 
solidated into a single report, with 
recommendations to the medical director 
of the local health and welfare center. 
This experiment indicated a valuable 
method of education through partici- 
pation on the part of the community. 
It is hoped to extend the evaluation 
schedule to include the hospital and wel- 
fare fields; thereby to provide a tool for 
community education of needs for health 
services throughout the Island of Puerto 
Rico. For the latter to be effective 
there must be a continuous follow-up. 
The principles being followed are along 
the lines of community development 
analyzed by Carl C. Taylor* as related 
to the health aspect. 


*“Making a Community Development 
Program Work.” Prepared by Dr. Carl C. 
Taylor, community development advisor, Ford 
Foundation, in connection with discussion of 
this subject at the Conference for International 
Studies, M.LT., Endicott House, December 
13-15, 1957. 
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Conclusion 


The foregoing is a brief summary of 
progress and problems during the initial 
period of the Puerto Rican experiment 
to achieve through regionalization the 
coordination of health and welfare serv- 
ices. Five years was initially antici- 
pated for the trial period, of which two 
years still remain. It is felt, that the 
experiment is now beginning to gather 
momentum. Visitors to our Puerto Rican 
regionalization experiment are more than 
welcome. To them, we suggest to keep 
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in mind the over-all philosophical goals 
of the experiment, while observing the 
nature of our temporary compromises, 
and to offer us via suggestions the 
benefit of their technical know-how and 
experience, so helpful to the progress 
of our work, especially in the three areas 
reported. 


Note: Tabulated material relating to the 
1959 Health Personnel, 1958 Population, and 
Ratio per 1,000 Population by Municipality— 
Bayamon Region, Puerto Rico, may be ob- 
tained by writing directly to the author. 


Dr. Ferrer is regional coordinator and director of research, Department of 


Health, San Juan, Puerto Rico. 


This paper was presented before the Medical Care Section of the American 
Public Health Association at the Eighty-Seventh Annual Meeting in Atlantic 


City, N. J., October 20, 1959. 


Professional Association in Bolivia Chooses Its Leaders 
The Bolivian Public Health Society has chosen the following Executive Board 


for 1960-1961: 


President—Dr. Antonio Brown L. 
Secretary—Sr. Casto Uriona F. 
Treasurer—Srta. Sofia Rea 
Members—Dr. Roberto Gonzales 
Sra. Aida de Bretel 
Arq. Guillermo Davila 


Sra. Yolanda de la Quintana 


In communicating this information to APHA, the president of Sociedad 
Boliviana De Salud Publica writes: “We count on your cooperation, and we pledge 
ourselves to work wholeheartedly in furthering public health in Bolivia.” SBSP 


headquarters are in La Paz. 


SEPTEMBER, 1960 


' 
ige 
ae 
ip 
ate 
‘ 
ag 
| 
1263 


A lucid, forthright commentary on workmen’s 


no punches, is presented here. 


compensation, which pulls 


The author discusses a number of 


important issues as they apply to New York State and then 


Louis S. Reed, Ph.D., F.A.P.H.A. 


|* 1957 approximately $50 million was 
spent under the New York workmen’s 
compensation program for physicians’ 
services, hospitalization, and other health 
services and supplies. This expenditure 
was equivalent to 22 per cent of the total 
expenditures for benefits in that year 
under all the Blue Cross and Blue Shield 
plans in the state. These figures sufh- 
ciently indicate the importance of the 
program. 


Note—This paper is based on some five or 
six months’ study of medical care under the 
New York workmen’s compensation program. 
I got into this field originally because the 
Sloan Institute of Hospital Administration 
agreed to undertake a study of the problems 
of rehabilitation of injured workers under the 
compensation program for the New York 
Workmen's Compensation Board. It was agreed 
that we would spend some months in an ex- 
ploratory study of the field and would de- 
velop a research design, which if acceptable 
to the board, would provide the basis for a 
year’s intensive study. Some months were 
so spent. I soon came to the conclusion that 
it was not feasible to make a study of the 
problem of rehabilitation without going into 
all phases of medical care. In due course a 
research design was submitted. Unfortunately, 
it proved to be impossible to obtain a meet- 
ing of minds with the board and the full 
study was not undertaken by us. However, as 
a result of these months of work, I learned a 
great deal about medical care under the pro- 
gram which I felt might be of interest to 
others. 
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offers a series of concrete proposals for action. 


MEDICAL CARE AND REHABILITATION UNDER THE NEW 
YORK WORKMEN'S COMPENSATION PROGRAM 


Description of the New York Workmen's 
Compensation Program and Its Medical 
Care Arrangements 


The workmen’s compensation program 
in New York is similar, on the whole, 
to that in other states. In general, it 
covers all employers in all hazardous 
industries and employers with three or 
more employees in all other industries. 
Covered employers are required to take 
out insurance providing stipulated bene- 
fits to injured employees, or, if they 
wish to and can meet certain require- 
ments, to self-insure. Injured workers 
are entitled to complete medical care, 
without any limitations or exceptions 
whatsoever, and to cash benefits in the 
event of temporary, permanent partial, 
and permanent total disability, and sur- 
vivors of deceased workers are entitled 
to benefits. The program functions 
through private carriers including a 
competitive State Fund and self-insur- 
ance by a relatively small number of 
large concerns. The Workmen’s Com- 
pensation Board enforces the rights of 
injured workers to medical care and 
cash benefits, supervises the provision 
of benefits and makes awards in con- 
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troverted cases. In general, the New 
York program compares favorably with 
the programs in most other states in 
respect to workers covered, completeness 
of medical care provided, level of bene- 
fits, and other features. 

Medical care is provided on a free 
choice, fee-for-service basis. The only 
limitations on the worker's free choice 
of physician are that the physician must 
be authorized by the board to provide 
care under the program and must have 
received a rating either as a general 
practitioner, as a general practitioner 
with qualifications in one or more 
specialty fields, or as a specialist, and 
must agree to limit his services to those 
for which he has been rated as quali- 
fied. In general, any licensed physician 
can obtain an authorization and a rat- 
ing which permits him to provide gen- 
eral practitioner service to compensation 
cases. Well over 90 per cent of all 
physicians in private practice in the 
state are authorized to provide service 
under the program, those not so author- 
ized being mainly obstetricians, pedia- 
tricians, or other specialists who would 
not ordinarily serve work injury cases. 
Recommendations for ratings are made 
to the board chairman by the county 
medical societies in all counties except 
those with over a million population 
(Kings, Queens, Manhattan, Bronx, and 
Nassau). In these latter counties the 
recommendations are made by the Medi- 
cal Practice Committee, made up of three 
physicians appointed by the board 
chairman. 

New York is among the minority of 
states which permits free choice under 
its compensation program. In the ma- 
jority of states the physician is chosen 
by the employer or carrier, or there is 
some limitation upon free choice, as for 
example, that the worker must choose 
from a panel of physicians selected by 
the employer. 

Under the New York compensation 
program, as first set up, the employer 
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or carrier chose the physician. “Free 
choice” was adopted in 1935. It came 
about as a result of investigations which 
showed various abuses under the sys- 
tem of employer or carrier choice. 
Among these were solicitation of busi- 
ness by physicians, clinics, or “bureaus” 
specializing in compensation work, un- 
dercutting of established fees in the com- 
petition for this work, provision of care 
by carrier clinics which were in some 
instances not properly staffed or 
equipped. In the main, two factors 
were probably of most importance in 
the drive for a change. One was a 
desire of the medical profession that 
compensation practice should be open 
to all physicians and not restricted to 
a small number selected by the carriers. 
The second was a belief on the part 
of labor and social welfare organizations 
that it was improper that the worker 
in claiming benefits should have to rely 
upon medical records in the possession 
of, and medical testimony provided by, 
physicians selected by the employer and 
therefore amenable in some degree to 
the employer’s wishes. 

With the adoption of free choice, 
considerable responsibilities were placed 
upon the organized medical profession. 
County medical societies were made re- 
sponsible for the authorization and rat- 
ing of physicians to do compensation 
work. Responsibility was placed upon 
them for the disciplining of physicians 
who behaved improperly or unethically. 
The societies were made responsible for 
naming half of the members of ad hoc 
arbitration committees set up to handle 
disputes between physicians and carriers 
over medical bills. Following disclosure 
in 1944 of certain abuses and laxities, 
responsibility for some of these func- 
tions were taken away from the medical 
societies in counties of over one million 
and given to the Medical Practice Com- 
mittee. 

Physicians are remunerated in accord- 
ance with a fee schedule promulgated 


by the board chairman. My compari- 
son of the present compensation schedule 
with those of the various Blue Shield 
plans in the state shows that, as regards 
surgical operations, the compensation 
schedule is about the same as the New 
York City Blue Shield schedule under 
its $6,000 contract.* It is about 4 per 
cent higher than the Syracuse $6,000 
schedule, 7 per cent higher than the 
Rochester schedule, 17 per cent higher 
than the Albany $6,000 schedule, but 
is 3 per cent less than the Buffalo 
$6,000 schedule. It is appreciably higher 
than the fee schedule under the New 
York Medicare program. 

The fee schedule provides for differ- 
ential fees for general practitioners and 
those having partial and complete spe- 
cialists ratings, at least as regards office, 
home, and hospital calls; there is no 
differential in surgical fees. 

The Compensation Board chairman 
does not set the rates of remuneration of 
hospitals. The act is, to say the least, 
equivocal as to the authority of the 
board chairman to set such rates. When 
the board chairman last endeavored to 
assert authority in this area the hospitals 
went to court and obtained a court 
decision to the effect that the act con- 
ferred no such authority or right upon 
the board chairman. The rates of re- 
muneration of hospitals are determined 
by annual negotiation between repre- 
sentatives of the Hospital Association 
of the state and the state association of 
proprietary hospitals, on the one hand, 
and representatives of the New York 
Compensation Insurance Rating Board, 
an organization representing the car- 
riers, on the other. The agreement 
now in effect calls for hospitals to be 
paid from $15.70 to $22 per day, de- 
pending on bed capacity, for room, 
general nursing care, and ordinary 


* Participating physicians agree to accept 
the fees under this schedule as full payment 
for patients with family incomes of less than 
$6,000. 


drugs, with specified fees for use of 
operating room and other special serv- 
ices, but with the proviso that in no case 
shall a hospital’s total charge be more 
than would be charged to a self-paying 
patient in semiprivate accommodations. 
The effect of the agreement is that most 
hospitals are paid their regular charges. 

The act states that carriers must not 
“participate in” medical care and pro- 
hibits any interference with a worker's 
choice of physician. On the other hand, 
carriers in endeavoring to pay only 
legitimate and necessary claims cannot 
avoid supervising medical care to some 
extent. Some carriers and self-insured 
employers will make suggestions to an 
attending physician if they think that 
consultation with or referral to a well 
qualified man would be desirable. If 
a carrier believes that the medical care 
which a claimant is receiving is of little 
value, it may notify the claimant and 
physician that it refuses to pay for 
further care and the case then goes 
before a referee for a decision. 

The board has a medical staff of 
over 50 physicians. Their function is 
to examine claimants and to give a 
report to the referee as to whether the 
worker is disabled, the extent of any 
permanent disability, whether the dis- 
ability arose out of employment, whether 
continued medical care is necessary, 
and the like. 

When the compensation law was en- 
acted in 1914, it was hoped that the 
program would provide a nonlitigious 
method of providing fair compensation 
to workers injured in the course of their 
employment. This promise has by no 
means been fulfilled. Litigation flour- 
ishes. In over 10 per cent of all cases 
workers are represented by lawyers or 
representatives and the awards in these 
cases amount to a substantial proportion 
of the awards in all compensation cases. 

Very few data are available on the 
cost or volume of medical care provided 
under the program. In 1957, expen- 
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ditures under the program amounted to 
an average of about $9.60 per covered 
worker. The cost under the Ontario 
compensation program, which is con- 
sidered by many as a model program, 
is about $6.80; however, any compari- 
son must bear in mind that physicians’ 
and hospital charges are lower in On- 
tario than in New York. Carriers do 
not compile statistics as to expenditures 
for the different types of services, or if 
they do, do not report them to any 
central source. The New York Com- 
pensation Insurance Rating Board in 
a study some years ago of a sample of 
medical bills found that of costs for 
physicians’ services and hospitalization, 
fees paid to physicians for office, home, 
and hospital calls constituted 40 per 
cent; fees for surgery, laboratory, and 
x-ray services, 25 per cent; and hospital 
charges, 35 per cent. Of the total costs 
for physicians’ office, home, and hospital 
calls, fees for the first office visit con- 
stituted 21 per cent and fees for sub- 
sequent office visits, 71 per cent. No 
data are available on volume of service, 
hospital admissions, and so forth, all of 
which are helpful in the appraisal of 
any medical program. 

During the course of interviews with 
employers, carriers, and physicians, I 
was sometimes told that some of the 
best qualified physicians in the state 
refused to accept workmen’s compen- 
sation cases because of the dislike and 
inconvenience of having to testify at 
compensation hearings. This seemed to 
me to be important, if true, and an 
effort was made to gain data on this 
point by sending a questionnaire to a 
representative sample of physicians. 
Limited resources permitted only a very 
small sample—less than 1 per cent of 
the total number of private practitioners 
in the state. 

The responses to the questionnaire 
showed a general willingness on the part 
of physicians to accept workmen’s com- 
pensation cases. Physicians with medi- 
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cal school affiliations were somewhat less 
willing to accept such cases than other 
physicians but the differences were not 
marked. Apparently the care of work- 
men’s compensation cases is spread fairly 
generally among the profession and is 
not concentrated in the hands of a small 
proportion of physicians. General prac- 
titioners and surgeons tend to see more 
of these cases than other physicians, 
which would be expected. A good many 
physicians complained about the paper 
work required on compensation cases, 
and about the occasional need to testify 
at board hearings—a _ time-consuming 
and unpleasant duty. 


Appraisal of Program 


How well does this program function 
in providing good medical care to in- 
jured workers and in rehabilitating them 
and returning them to employment? It 
is difficult to be certain without an 
analysis of the case records in repre- 
sentative cases. Such an analysis is 
much needed. 

On the basis of talks with board 
officials, carrier representatives, repre- 
sentatives and medical directors of self- 
insured employers, labor union officials, 
physicians, medical society representa- 
tives and rehabilitation agency person- 
nel, and examination of the case records 
in some 40 “problem” cases, the follow- 
ing opinions are ventured. In many 
cases workers obtain excellent care, per- 
haps better care than they would for 
similar accidents not arising out of 
employment. This is because they have 
free access to medical care, all barriers 
of expense being removed. On the 
other hand, self-insured employers and 
carriers can readily cite many cases in 
which in their opinion the care was 
inadequate, in which the worker re- 
ceived care from a physician who was 
not qualified to provide the type of 
service needed, with the result that 
disability was prolonged or the worker 
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was left with a permanent disability 
which could have been avoided. 

There is no question that such cases 
occur. Do they occur more frequently 
than in noncompensation medical care? 
It is impossible to say. Perhaps the dif- 
ference is that in noncompensation medi- 
cal care it is only the patient who 
complains and unless he files a malprac- 
tice suit he has no real means of making 
his complaint known or heeded. Under 
compensation, however, the medical di- 
rectors and claims examiners of carriers 
and especially of self-insured employers 
are able to review the care of serious 
cases and to judge the quality of care 
received. 

Last May, Dr. Paul R. Hawley, direc- 
tor of the American College of Surgeons, 
in an address at the Group Health 
Federation of America, made the state- 
ment that “one-half of the surgical 
operations in the United States are per- 
formed by doctors who are untrained 
or inadequately trained in surgery,” and 
that “one of the most distinguished 
surgeons in the world had told him 
that over half of his practice consists 
of attempts to correct the bad results 
of surgery undertaken . by doctors 
inadequately trained. . . . 

These comments are echoed, as it 
were, by the remarks of carrier and 
self-insured employer _ representatives 
who say that some physicians attempt 
procedures for which they are not quali- 
fied and that a great deal of the need 
for rehabilitation under the compensa- 
tion program comes about as a result 
of service provided by unqualified men 
in the first place. 

Rehabilitation agencies in the state 
can cite numerous cases in which they 
received the patient far too late for the 
best results. In some cases delay in 
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referral resulted from lack of knowledge 
on the part of the attending physician 
of what rehabilitation might accomplish, 
but often, the directors of these agencies 
believe, from disinclination of the at- 


tending physician to lose a patient and 
the income involved in caring for him. 

In my opinion the rating of physi- 
cians as to their qualifications does little 
to assure that injured workers will be 
served by qualified men. In the first 
place medicine has become so inten- 
sively specialized that no conceivable 
scheme of rating of physicians as quali- 
fied in broad specialty fields would 
assure that workers would always re- 
ceive care at the hand of qualified men 
—for example, that a worker needing 
difficult hand reparative surgery would 
get to one of the very few physicians 
in the state who are really skilled in 
this type of surgery. An inspection of 
the results of the rating system shows 
that in some rural counties there are a 
fair number of men who have received 
multiple ratings, i.e., who are rated as 
qualified, for example, in surgery, radi- 
ology, and physical therapy. This ap- 
proaches the concept of the general 
specialist—one who is a specialist in 
everything. A comparison which was 
made of the ratings given physicians 
and the way in which they list them- 
selves in the American Medical Direc- 
tory shows many instances of men who 
are rated as specialists or as partial 
specialists in particular fields but who 
list themselves in the directory as gen- 
eral practitioners. 

There is much complaint on the part 
of carriers and self-insured employers 
of what they term “over treatment,” 
that is of physicians prolonging treat- 
ment unnecessarily and of providing 
excessive service, particularly physical 
therapy treatments. Cases are cited, and 
I have seen the records in some of them, 
in which physicians have provided 200 
or 300 baking treatments of back cases 
over a year or two. When it is observed 
that these physicians have many cases 
of this character one suspects that the 
care provided is often for revenue only. 

The state medical society has _re- 
peatedly taken cognizance of charges of 
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“overtreatment” under the program; it 
admits that “overtreatment” is engaged 
in by a minority of physicians and has 
repeatedly exhorted the county medical 
societies to seek out and discipline of- 
fenders. However, carriers are reluc- 
tant to bring cases of this sort to the 
attention of the county societies ap- 
parently out of fear that these physicians 
and their friends will testify to the dis- 
advantage of the carrier in liability and 
compensation cases. Furthermore, they 
apparently feel that complaint does littie 
good, that nothing ever happens as a 
result. I was told by a spokesman for 
a large county medical society that the 
society felt it was not its function to 
discipline physicians who abused the 
program, and it is well known that, in 
general, county medical societies are re- 
luctant to discipline offending members. 

Persons familiar with free choice, fee- 
for-service health insurance programs 
providing physician service in the office 
and home will generally agree that 
abuse in the form of provision of un- 
necessary or excessive service will take 
place unless there is some effective 
machinery to prevent or control it. 
Under the New York compensation pro- 
gram two potential control devices exist. 
First, the carrier can notify physician 
and patient that it will refuse to pay 
for further care. If the patient objects 
this controverts the case and it goes to 
a referee for decision. Frequently sev- 
eral weeks pass before a hearing is 
arranged and in general the referees 
appear quite reluctant to decide that 
no further care is needed when there 
is any doubt whatever. 

The second control device is for car- 
riers to refuse to pay bills that they 
suspect are padded, in which case the 
matter goes before the Medical Practice 
Committee in New York City and the 
arbitration committees upstate, composed 
of two physicians selected by the Com- 
pensation Rating Board, two by the 
local county medical society, and one 
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selected by the Compensation Board 
chairman. The Medical Practice Com- 
mittee and the upstate arbitration com- 
mittees will frequently reduce bills by 
a third or a half. However, despite 
the fact that the same physicians figure 
in these arbitration proceedings again 
and again, these physicians do not seem 
to be subjected to scrutiny or disciplined 
in any way either by the board or 
the medical societies, and the mere re- 
duction of bills does not appear to 
make them discontinue the offending 
practices. 

In short, it appears to the writer that 
the existing control methods are not 
functioning effectively to control abuse. 
The provision of unnecessary or exces- 
sive services by some physicians runs 
up the cost of the programs. Much 
more important, it may encourage in 
the worker an attitude of invalidity and 
it may result in depriving a worker 
of needed care of another sort. Physi- 
cians who “overtreat” tend not to refer 


cases for rehabilitation, or to qualified 


consultants for a fresh look at the 
patient and consideration of his needs. 
Thus overtreatment is frequently the 
reverse side of poor care. 

In 1944 the Stichman investigation 
of the New York compensation pro- 
gram brought to light the existence 
of rings composed of lawyers, physi- 
cians, and union representatives. The 
union representatives referred injured 
workers to certain lawyers and physi- 
cians who thereupon worked coopera- 
tively with each other, the lawyer to 
build up a case, the physician to pro- 
vide treatments two or three times a 
week indefinitely, and to give such 
medical testimony as the lawyer wanted. 
There seems evidence of the existence 
of similar rings in New York City now. 
They handle, however, only a very small 
percentage of all compensation cases. 

A third deficiency of the program 
from the medical side is of a nebulous 
sort and yet is, in the writer's opinion, 
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of great importance. Many thoughtful 
employers, who were not concerned 
solely with the cost of the compensation 
program, but rather with its effect upon 
the health and recovery of workers, com- 
mented upon this. Dr. Henry Kessler 
in some of his writings relating to 
workmen’s compensation has also dwelt 
upon it. The essence of the matter is 
that the organization of the compensa- 
tion program and the procedures under 
it often do not facilitate but rather 
retard recovery and rehabilitation. 

The system with its private carriers 
tends in many cases to pit claimant 
against carrier. A legalistic struggle 
is carried on in which the claimant 
with his lawyer and his attending physi- 
cian or consultant strives to show that 
his disability is of maximum extent, 
with the carrier's representative and the 
carriers medical consultant striving to 
prove the reverse. This setting and these 
procedures seem in many cases to have 
an adverse psychological effect upon 
the injured worker. It causes him to 
dwell upon his disability and retards 
his incentive and will to recover and 
return to work. The procedures under 
the Ontario workmen’s compensation 
program—under which there are no pri- 
vate carriers, no hearings, no lawyers, 
where the board examiners directly settle 
claims and the injured werker knows 
that the board’s only interest is to deal 
fairly with him and to take every 
conceivable step to assist in his re- 
covery—these procedures seem more 
consistent with the best medical and 
rehabilitation results. 


Suggestions for Improvement 


It seems to me that a basic need 
of the program is for supervision of 
medical care by the Compensation 
Board. The program needs in some 
way to become mainly a medical pro- 
gram, its first objective being the pro- 
vision of proper care and the prompt 
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recovery and rehabilitation of the in- 
jured worker. As it is now the program 
is primarily a legal one, with the real 
emphasis on provision of cash benefits 
and the adjudication of disputes be- 
tween claimants and carriers over cash 
benefits. The board now supervises the 
provision of cash benefits in order to 
make sure that the worker gets the bene- 
fits that are due him. | would suggest 
that the board should carefully supervise 
medical care in order to see that the 
worker receives good care and all neces- 
sary rehabilitation service. 

Medical care has become tremen- 
dously complex. In cases of serious 
injury the cooperation of a dozen or 
more types of skilled personnel may 
be necessary in order to achieve an 
optimum result. It cannot be expected 
that in all cases the injured worker will 
successfully find his way to the skilled 
physicians and other personnel who will 
give him the services he needs. 

Supervision of care on the part of the 
board would mean employment by the 
board of physicians who would not be 
concerned, as are the present staff physi- 
cians of the board with assisting refer- 
ees in the determination of the extent 
of disability or causal relationship, but 
who would endeavor to see that injured 
workers received proper care. It would 
mean that all physician reports on in- 
dustrial injury cases treated would be 
screened so as to sort out the more 
serious injury cases. These cases should 
then be considered by the reviewing 
medical officers from the standpoint of 
whether the attending physician is quali- 
fied to provide the necessary service or 
whether consultation with or referral to 
a more qualified physician would be 
desirable. Where there is a difference 
of opinion with the attending physician, 
the medical officers should have the 
authority to make their views prevail. 
It would be good if medical schools 
could assist in the selection of medical 
supervisors. 
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A pattern for the type of supervision 
that is necessary is given by the Ontario 
compensation program. Here all medical 
reports and x-ray films are screened 
in order to sort out the serious cases. 
If there is any doubt as to the ability 
of the attending physician to adequately 
handle the case, the medical review 
officers suggest consultation or referral, 
and they have the power to make their 
views prevail. Their prestige with the 
medical profession is such that physi- 
cians are only too glad to take advan- 
tage of their advice and very rarely 
must they exercise authority. 
Supervision of care along the lines 
proposed would necessarily place limita- 
tions upon free choice of physician by 
the injured worker. Labor organiza- 
tions in New York are adamantly in 
favor of free choice and have fiercely 
opposed any proposals of employers or 
carriers for limitations on free choice. 
The interest of labor unions in “free 
choice” flows not from the belief that 
workers will thereby obtain the best 
care but rather from the idea that the 
worker needs to control the medical testi- 
mony on which his claim is based, and 
the knowledge (which may not seem 
flattering to the medical profession) 
that as a general rule the party who 
selects the physician controls the medi- 
cal testimony. It is a little anomalous 
on the surface that the same union 
officials who criticize “free choice” in 
their union’s health insurance programs 
on the ground that it frequently leads 
to poor care are sure of the virtues 
of “free choice” under compensation. 
Under compensation the alternative 
to free choice of physician by the 
worker has hitherto been choice by the 
employer or carrier. This last seems 
to me to be completely undesirable and 
wrong. But where under free choice 
the worker makes a poor choice of physi- 
cian and as a result may suffer perma- 
nent harm, it seems to me only right 
and proper that the board should inter- 
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vene and see that he reaches skilled 
hands and an appropriate facility. 

It seems to me that the system of 
rating physicians as to their qualifica- 
tions is obsolete and needs to be revised. 
There should not be different methods 
of rating physicians in counties of over 
and under one million population. State- 
wide uniform standards are needed. 
The Ontario program will pay only 
physicians certified by the specialty 
boards for specialist service; considera- 
tion needs to be given to a similar 
approach in New York. Twenty-five 
years ago there may have been need 
for the rating of physicians as partial 
specialists, i.e., as general practitioners 
with competence in a specialty field. 
Now that over 40 per cent of the physi- 
cians in New York State limit their 
practice to a specialty, it seems to me 
that there is no longer need of any 
such rating. 

Possibly it is as important to rate 
hospitals as it is physicians as to their 
qualifications. Perhaps consideration 
should be given to some system of rating 
hospitals, i.e., to restricting the care of 
compensation cases, except in emergen- 
cies, to hospitals accredited by the Joint 
Commission on Accreditation. 

If the board is to supervise medical 
care then it seems to me that it needs 
to be responsible for all phases of the 
medical program. From this stand- 
point it is anomalous that the board 
chairman has authority to fix rates of 
remuneration for physicians but not for 
hospitals. I would suggest that legisla- 
tion give him the authority and that 
hospitals should be remunerated on an 
over-all per diem cost basis. It would 
be feasible to work out a system in 
conjunction with the State Department 
of Social Welfare whereby hospitals 
would annually submit audited cost 
statements. 

Responsibility for all phases of medical 
care would also mean that the board 
should assume the responsibility of dis- 
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ciplining physicians who abuse the pro- 
gram by prolonging care or providing 
excessive services. The board should 
take cognizance of those physicians 
whose bills are repeatedly disputed by 
carriers to see if these physicians are 
providing unnecessary services or billing 
for services not rendered. If the board 
suspended or revoked the authorization 
of a few physicians to treat workmen’s 
compensation offenses of this 
nature would soon be reduced to negligi- 
ble proportions. 

Since in many states there is debate 
as to who should assume responsibility 
for the rehabilitation of injured workers, 
i.e., whether the compensation board 
or the vocational rehabilitation agency, 
I should like to express an opinion on 
this as regards New York. It seems to 
me that medical care and medical reha- 
bilitation are one and the same, and 
the same agency should be responsible 
for both. I would suggest that the 
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board assume all responsibility for all 
phases of medical rehabilitation, with 
the State Division of Vocational Reha- 
bilitation cuming in only to make the 
arrangements for vocational retraining 
where such retraining is necessary. 

No appraisal of a medical program 


can neglect cost. My study of the New 
York compensation program was brief 
and partial and many aspects were not 
considered. Yet on the basis of what 
was learned | would venture the opin- 
ion that consideration should be given 
as to whether this program could not 
be more effectively and economically 
operated if it were directly administered 
by the government and if private car- 
riers were eliminated. 

I have three main reasons for this 
view. First, assuming that the board 
should supervise medical care, it seems 
to me that such supervision could be 
much more effectively carried out if the 
board operated the program and paid 
the physicians and hospitals for their 
services. In paying for medical care 


the board would have contacts with 
physicians and hospitals which would 
greatly facilitate effective supervision. 
Also, if both the board and the carriers 
attempt to supervise care there will be 
duplication of effort and working at 
cross purposes. If the carriers give up 
all attempts at supervision of care and 
are merely content to pay bills, then 
they cease to perform functions for 
which they are being paid. 

Second, it seems to me that a direct 
operation of the program by govern- 
ment, where the board would administer 
claims as is done under the unemploy- 
ment compensation program, would 
eliminate from the program its present 
“adversary” and forensic characteristics 
—the pitting of claimant against carrier 
in a legal struggle—which has adverse 
psychological effects upon the worker's 
incentive and drive to recover. To put 
it in another way, the type of adminis- 
tration in the Ontario program seems to 
me to be much more conducive to put- 
ting the emphasis where it belongs—on 
doing everything possible to promote 
prompt recovery and rehabilitation of 
the injured man. 

Third, the New York program on its 
present basis is more extravagant than 
should be tolerated in any system where 
insurance is required by law. Only 60 
per cent of what employers pay in pre- 
miums reach injured workers in the 
form of cash benefits and medical care, 
and 40 per cent are absorbed in com- 
missions and other acquisition costs, 
claim adjustment expenses, overhead, 
taxes, additions to reserves and profits. 
In Ontario, 88 per cent of assessments 
on employers reach injured workers in 
benefits and medical care, and only 12 
per cent are retained for administration. 
The Washington state workmen’s com- 
pensation program, which operates with 
an exclusive fund, has administrative 
costs of 9 per cent of premiums. The 
federal government operates its own pro- 
gram of compensation for federal em- 
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ployees at an amount equivalent to 5 
per cent of the expenditures for com- 
pensation and medical care. 

In Ontario the over-all cost to em- 
ployers of the compensation program 
amounts to 1.1 per cent of payrolls as 
compared with 1.8 per cent in New 
York. As Justice Joseph M. Callahan 
has shown in his Second Report on 
his study of the New York compensa- 
tion program, the costs in Ontario are 
19 per cent of those in New York for 
comparable industries.* Cash benefits 
in Ontario are significantly higher than 
in New York. Thus, injured workers 
in Ontario receive 75 per cent of their 
average weekly earnings up to a maxi- 
mum benefit of $72 a week as against 
662 per cent and up to a maximum 
benefit of $45 a week in New York. 
For loss of a hand, foot, or other mem- 
ber the average worker in Ontario 
would receive from two to four times 
more than a worker in New York. In 
short, if employers in New York are 
really interested in lower workmen’s 
compensation costs they might well con- 
sider going over to the Ontario type 
of program. 

In short, it seems to me that a prop- 
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erly operated exclusive fund in New 
York could provide better medical care 
and larger compensation benefits to in- 
jured workers and at lower costs to 
employers. 


Application of Findings to Health 
Insurance Generally 


Workmen’s compensation on its medi- 
cal side is really a type of health in- 
surance providing completely compre- 
hensive care. What is the bearing of 
the findings of this study as relates 
to health insurance in general? It is, 
I think, that a health insurance program 
which is simply content to pay hospital, 
medical, and other bills with no regard 
for the quality of the service provided 
can result in much waste of money. 
Indeed, in some instances, it can result 
in patients’ receiving care that they 
would be better off without. 
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As part of a larger research project on the coordination of health services 


for patients with long-term illness, 70 Jewish homes for the aged in the 


United States and Canada were investigated. The findings are 


presented in the following report and provide an unusually 


full body of data on a subject that has hardly been 


touched. The implications are discussed and 


recommendations made. 


PERSONAL HEALTH SERVICES IN HOMES FOR THE AGED 


Franz Goldmann, M.D., F.A.P.H.A. 


YSTEMATIC ORGANIZATION of personal 

health services for residents of homes 
for the aged has become a_ necessity, 
due to the profound change in the 
character of the home population. In 
contrast to earlier times, most of the 
people who live out their lives in homes 
now are in ill health and have multiple 
chronic ailments; many are substan- 
tially disabled. To meet the health needs 
of these senior citizens fully, the homes 
must have adequate physical facilities, 
technical equipment, and_ professional 
and auxiliary personnel; and the organi- 
zation of their services must be condu- 
cive to attainment of the best possible 
care at the least cost compatible with 
quantitative and qualitative adequacy. 

Precise information on these subject 
matters is scanty. There are descrip- 
tions of the policies, procedures, and 
experiences of a few homes, but a large- 
scale inquiry has not yet been made. 
A first step toward the development 
of a comprehensive body of knowledge 
could be taken in connection with a 
research project on coordination of 
health services for patients with long- 
term illness. As part of this inquiry, 
the organization of personal health serv- 
ices at 70 Jewish homes for the aged 
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in the United States and Canada was 
examined through detailed question- 
naires and, in addition, through field 
studies of 11 of these homes. The fol- 
lowing is a condensed report of the 
findings. 


Physical Facilities 


All of the 70 homes studied are lo- 
cated in urban communities with popula- 
tions ranging from 61,657 to 7,891,957. 
In 1957, they contained 11,148 beds. 
At the one extreme were 16 homes with 
less than 50 beds, and at the other 
extreme were two homes with 900 or 
more beds. Fifty-two of the 70 homes 
had more than 50 but less than 600 
accommodations. Most common were 
homes with 100 to 199 beds (19 in- 
stances), 50 to 99 beds (17 instances), 
and 200 to 399 beds (14 instances). 
Together these homes contained 69.1 
per cent of all beds, while the institu- 
tions with 400 or more beds accounted 
for 25.7 per cent and those with less 
than 50 beds for 5.2 per cent. 

Clearly, the present preference is for 
homes with more than 50 and less than 
400 beds. It is impossible to judge 
whether this policy reflects a_ settled 
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belief in the optimum size of a home, 
taking into account both the comfort 
of the resident and the requirements of 
economical operation, or whether it in- 
dicates the response to a recognized 
need in the Jewish community or in a 
group within the Jewish community. 

In 1957, more than one-half of all 
beds were in two-bed units, less than 
one-third in multibed units, and one- 
seventh in one-bed units. The beds in 
two-bed rooms constituted the majority 
in all homes with more than 50 beds; 
the multibed units provided approxi- 
mately one-third of all accommodations 
in homes with more than 100 beds; and 
the one-bed units were predominant in 
very small homes. 

Fifty-nine, or 84.3 per cent, of the 
70 homes for the aged with a total of 
10,563 beds, or 94.8 per cent of all 
available accommodations, maintained a 
definite number of beds for the care 
of residents suffering from episodes of 
acute sickness, long-term disabling ill- 
ness, or serious physical or mental im- 
pairment. 

Only 11 homes with a total of 585 
beds, or 5.2 per cent, did not possess 
such units. This group included two 
of the three homes with less than 25 
beds and six of the 13 homes with 25 
to 49 beds, but only two of the 17 homes 
with 50 to 99 beds and one of the 19 
homes with 100 to 199 beds. Of course, 
absence of special units does not indi- 
cate lack of any provisions for residents 
in il) health. It is reasonable to assume 
that some arrangements for some service 
to the sick and the handicapped are 
made by every home. The policy of 
operating a certain number of beds 
specifically for those requiring more 
extensive or intensive service signifies 
the home’s readiness to meet all the 
health needs of the residents regularly 
and as fully as possible. 

Systematic assignment of beds for the 
care of the sick rapidly increases in 
frequency with increase in the size of 
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the home. It was found in one-half 
of the homes with less than 50 beds, in 
all but two of those with 50 to 99 beds, 
in all but one of those with 100 to 199 
beds, and in every institution with 200 
or more beds. However, there were 
considerable variations in the number 
of assigned beds, the proportion ranging 
from less than 10 per cent in four in- 
stances to 50 per cent or more in 15 
instances. The three most common prac- 
tices were assignment of 20 to 29 per 
cent (17 homes), 50 per cent or more 
(15 homes), and 40 to 49 per cent 
(10 homes) ef the total bed comple- 
ment. One-half of all homes used 30 
per cent or more, and over one-fifth 
used 50 per cent or more of their total 
bed capacity for the purpose of caring 
for the sick. 

The proportion of assigned beds went 
up as the size of the home increased. 
Of the 33 homes with less than 100 
beds, nine assigned 30 per cent or more 
of their bed complement for the care 
of the sick, 14 used smaller proportions, 
and ten maintained no special units. 
Of the 37 homes with 100 or more beds, 
26 had more than 30 per cent of their 
bed capacity in units for the sick, ten 
used less than 30 per cent, and only one 
was without a special unit. Fourteen 
of the 18 homes with 200 or more beds 
had at least 30 per cent of their bed 
complement designated for medical care, 
and this group included nine homes 
with assignment of 50 per cent or more. 


Special Equipment and Technical 
Personnel 


In 1957, many homes for the aged 
owned diagnostic and therapeutic equip- 
ment and employed laboratory personnel. 
Quite a few had cooperative arrange- 
ments with general hospitals in the 
neighborhood, and this fact must be 
taken into account in evaluating the 
data in the subsequent sections. 

Clinical laboratories were maintained 


ig 
Paci) 
yi 
4 
i 
a 
| 
1275 


Table 1—Proportional Distribution of All Beds and of Beds Assigned for the 
Chronically Ul in Homes with Specific Provisions for the Sick: Jewish Homes for 


the Aged, 1957 


Beds Assigned for 


Percentage of Beds Number 
Assigned for the of All Beds Chronically Il 
Chronically Ill Homes Number Per cent Number Per cent 
All 70 11,148 100.0 4,555 100.0 
None 11 585 5.2 0 0 
Less than 10 4 610 5.5 uw 1.0 
10-19 3 184 1.6 33 Pe 
20-29 17 1,988 178 7 11.1 
30-39 10 1,356 12.2 490 10.8 
40-49 10 1,818 16.3 821 18.0 
50-59 10 2,626 23.6 1,402 30.8 
60 and over 5 1,981 17.8 1,258 27.6 


by 29, or 41 per cent, of the 70 homes. 
They were not available in the 16 homes 
with less than 50 beds, in 23 of the 
36 homes with less than 200 beds, and 
in two homes with 280 and 324 beds, 
respectively. 

The types of tests performed by these 
laboratories varied widely. At the one 
extreme were ten homes limiting the 
laboratory activities to blood counts 
and urinalysis, and at the other extreme 
were 17 homes, all but two with more 
than 100 beds, where the laboratories 
were equipped to carry out three or 
more additional tests, such as blood 
sugar, blood chemistry, blood sedimen- 
tation, bacteriological stool examinations, 
and bacteriological cultures. 

Of the 29 homes owning clinical labor- 
atories, 22 reported laboratory techni- 
cians as regular staff members. Such 
personnel, serving part time (eight in- 
stances) or full time (14 instances), 
was employed by seven of the 52 homes 
with less than 200 beds and by 15 of 
the 18 larger homes. 

Diagnostic x-ray equipment was 
owned by 28, or 40 per cent, of the 
70 homes—by one of the 16 homes 
with less than 50 beds, four of the 17 
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homes with 50 to 99 beds, eight of the 
19 homes with 100 to 199 beds, 11 of 
the 14 homes with 200 to 399 beds, 
and all four institutions with 400 or 
more beds. Absence of x-ray equipment 
was characteristic of three-fourths of 
the homes with less than 200 beds but 
was found also in three of the 14 homes 
with 200 to 399 beds, two of which 
use 21.4 and 55 per cent, respectively, 
of their beds for medical care. 

All but five of the homes possessing 
x-ray equipment employed x-ray techni- 
cians either part time (16 instances) 
or full time (seven instances). Those 
without personnel of their own seem 
to have various types of other arrange- 
ments. Employment of personnel was 
the rule in the larger homes owning 
x-ray equipment, although there were 
a few exceptions even in homes with 
100 to 199 beds. It is noteworthy that 
full time technicians were found in 
seven of the 18 homes with 200 or 
more beds. 

Electrocardiographic equipment was 
in the possession of 46, or 65.7 per 
cent, of the 70 homes. It was available 
at all 18 homes with 200 or more beds, 
at 15 of the 19 homes with 100 to 199 
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beds, at ten of the 17 homes with 50 
to 99 beds, and at three of the 16 
homes with less than 50 beds. 

Dental equipment was owned by one 
of the 16 homes with less than 50 beds, 
five of the 17 homes with 50 to 99 
beds, 13 of the 19 homes with 100 to 
199 beds, 11 of the 14 homes with 200 
to 399 beds, and all four homes with 
400 or more beds. The very fact that 
almost one-half of the homes maintained 
their own dental equipment in 1957 
testifies to the increasing recognition 
of the widespread need and the heavy 
demand for dental service among elderly 
people. 

Miscellaneous other equipment found 
in 43 homes included oxygen apparatus, 
equipment for podiatry and for physio- 
therapy—such as diathermy, infra-red 
and ultraviolet lamps—and _hydro- 
therapy, and for eye examinations. 
Occasionally reported were radioactive 
isotopes, electrocautery, proctoscope, cys- 
toscope, basal metabolism machine, elec- 
troencephalograph, —_orthocardiograph, 
and a few other items. 

Operating rooms suitable for minor 
surgery were in ten of the 70 homes, 
including one home with 46 beds, five 
homes in the 100 to 199 bed category, 
and four homes in the 200 to 399 bed 
category. Furthermore, operating rooms 
suitable for major surgery were avail- 
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Table 2—Clinical Laboratories, Diagnostic X-ray Equipment and Electro- 
cardiographs in Homes of Specified Size: Jewish Homes for the Aged, 


able in three large institutions with 


322, 513, and 1,034 beds, respectively. 


Professional Staff 


Physicians—Part time or full time 
physicians were serving at 67 homes; 
only three homes relied on physicians 
on call. In 42 homes, the medical 
staffs consisted entirely of part time phy- 
sicians whose total number was esti- 
mated at a minimum of 204. Full time 
physicians, totaling 66, were active in 
25 homes. In all but two of these 
homes they served jointly with part 
time physicians numbering at least 540. 

Employment of full time physicians 
was found to become more common with 
increase in the size of homes and the 
number of beds for the sick. It was 
reported by none of the homes with less 
than 50 beds, but by five of the 17 homes 
with 50 to 99 beds, eight of the 19 
homes with 100 to 199 beds, eight of 
the 14 homes with 200 to 399 beds, 
and all those with 400 or more beds. 
Full time physicians served in almost 
four out of ten homes using 20 to 49.9 
per cent of their beds for the care of the 
sick and in six out of ten homes assign- 
ing 50 per cent or more of their total 
bed capacity for this purpose. None 
were employed by the homes without 
assigned beds. 


Bed Capacity 


Number of Specified 
Facilities Owned 


400 and over 
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Specialists were in attendance at 51 
of 63 reporting homes. Their services 
were made available to the residents 
not only by all homes with more than 
100 beds assigned for the ill, but also 
by most of the smaller homes with such 
special facilities and by some homes 
without them. 

Equally noteworthy is the tendency to 
bring into the home a variety of special- 
ists, rather than one or two. Thirty- 
eight of the 51 homes reported four or 
more specialists in attendance during a 
given month. Ophthalmologists and psy- 
chiatrists led in frequency, followed by 
internists and urologists, dermatologists. 
surgeons, orthopedists, otorhinolaryngol- 
ogists, roentgenologists, gynecologists, 
and physiatrists, in this order. Repre- 
sentatives of many other specialists ren- 
dered service in a small number of 
instances. 

By creating regular medical staffs, 
almost all homes have taken a note- 
worthy step toward meeting the resi- 


dents’ needs for ready access to medical 
service. Whether the present provisions 
are quantitatively and qualitatively ade- 
quate cannot be judged, as generally 


accepted standards are lacking. In the 
absence of a better yardstick, all that 
can be done is to relate the medical 
manpower in the homes to the number 
of beds, which is practically identical 
with the number of residents, and to the 
number of hours worked per week. 

The part time physicians who made 
up the entire medical staffs of 42 homes 
devoted to service at the home widely 
varying amounts of time during an 
average week. Most common were more 
than 20 hours per 100 beds (12 homes). 
9 to 11.9 hours (nine homes), and 5 
to 6.9 hours (eight homes). 

The highest rate, 48.2 hours, was 
found in a 52-bed home and the lowest 
rate, 3.6 hours, in a 280-bed home. It 
is reasonable to expect the amount of 
part time physician’s service to increase 
in direct proportion to the size of the 
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home and, especially, the number of 
beds specifically designated for the care 
of the sick. The facts are quite to the 
contrary. The two homes with the low- 
est rate of physician hours (2 to 4.9) 
included one with 42 beds and one 
with 280 beds, both reserving 21.4 per 
cent of their total bed capacity for the 
care of the sick. The 12 homes with 
the highest rate of physician hours 
(more than 20 hours weekly per 100 
beds) included four homes with less 
than 50 beds and one home with 86 
beds, in which no beds were set aside 
for the sick; and also two in the 100 
to 199-bed category and one in the 200 
to 399-bed category which used 20 to 
29.9 per cent and 40 to 49.9 per cent, 
respectively, of their total beds for 
regular service to the ill. 

It would be exceedingly valuable to 
have reliable data on the time spent 
on medical service in the 23 homes 
which use full time and part time phy- 
sicians in combination. Unfortunately, 
it is impossible to make more than 
broad statements, as full time physi- 
cians usually devote a substantial, but 
unknown, part of their time to admin- 
istrative duties, often are called in the 
evening or at night for all kinds of 
service, and may work anywhere from 
40 to more than 60 hours a week in 
carrying out their manifold duties. In- 
terestingly enough, the general findings 
are more or less the same, no matter 
whether a work week of 40 or 60 hours 
is used for computation of rates in 
the case of full time physicians. The 
number of hours spent by both full time 
and part time physicians in an average 
week showed an amazingly wide range. 
If it is assumed that a full time physi- 
cian devotes 40 hours a week to direct 
service, then a rate of 14.6 hours per 
100 beds in a 425-bed home was at one 
extreme and a rate of 97.8 hours per 
100 beds in a 90-bed home at the other. 
If the calculation is based on the num- 


ber of beds specifically designated for 
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ill residents, the picture of wide varia- 
tions remains unchanged. 

Most revealing is a computation of 
the median number of weekly hours of 
physician’s service per 100 beds in 
homes of specified size. It shows two 
important facts: (1) The rate rises from 
12.4 in the smallest homes containing 
5.2 per cent of all beds to a high of 
50.4 in the biggest homes containing 
25.7 per cent of all beds; and (2) the 
rate exceeds 30 in the 18 homes supply- 
ing 59.3 per cent of all beds (Figure 1). 

Dentists were regularly visiting 25 of 
63 homes on which reports were avail- 
able. All these homes maintained special 
units for the sick, ranging in size from 
less than 25 to some 300 beds. Further- 
more, several homes employed part time 
dentists. 

Nurses were employed by all 70 
homes with a total of 11,148 beds. They 
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numbered 2,196 and included 261 pro- 
fessional nurses, 731 practical nurses, 
and 1,204 aides and attendants. 

The nursing personnel in all homes 
averaged 19.7 per 100 beds. At the 
one extreme was a rate of 4.5 in a home 
with 334 beds and at the other a rate 
of 35.2 in a home with 108 beds. Most 
common were rates of 15 to 19.9 and 
10 to 14.9 in 19 and 17 homes, respec- 
tively, and the next frequent rate was 
20 to 24.9 in 13 homes. The largest 
number of nursing personnel per 100 
beds—30 and more—was reported by 
five homes having 23, 108, 176, 250, 
and 900 beds, respectively. The smallest 
number of nurses per 100 beds—less 
than ten—was found in eight homes, 
including three in the category of 100 
to 199 beds, two each in the bed -ate- 
gories of 50 to 99 and 200 to 399, re- 
spectively, and one with 42 beds. 


Under 


a BED COMPLEMENT 


Figure 1—Median Number of Weekly Hours of Physician’s Services per 100 Beds in 
Homes of Specified Size: Jewish Homes for the Aged, 1957 
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Professional nurses, employed by 60 
homes, constituted 11.9 per cent of the 
total nursing personnel, ranging from 
7.8 per cent in two homes with 400 
to 599 beds to 21.9 per cent in 13 
homes with 25 to 49 beds. They were 
not available in the three homes with 
less than 25 beds but were in attendance 
in eight of the 13 homes with 25 to 49 
beds, in all but two of the 36 homes 
with 50 to 199 beds, and in all of the 
18 institutions of larger size. The aver- 
age number of professional nurses per 
100 beds was lowest in the two homes 
with 400 to 599 beds (where professional 
nurses constituted 7.8 per cent of the 
total nursing personnel) and _ highest 
in the 13 homes with 25 to 49 beds 
(where professional nurses made up 21.9 
per cent of the nursing staff). 

Further information on the situation 
prevailing in 1957 can be derived from 
a calculation of the median number of 
nursing personnel per 100 beds in homes 
of specified size. The largest homes 
excel all others in the quantity of nurs- 
ing personnel, and the homes with 100 
to 199 beds rank second. All other 
homes have lower and almost identical 
rates. The median number of profes- 
sional nurses per 100 beds is lowest in 
the homes with less than 50 beds, which 
include three very small homes without 
any professional nurses, and in the 
homes with 400 or more beds. In all 
other homes the median rate is some- 
what higher and quite similar. In other 
words, practical nurses and nurses’ aides 
play a dominant role in all homes and 
especially in the smallest and largest 
(Figure 2). 

The policy followed by the homes 
in building up their nursing staffs re- 
flects not merely recognition of the 
need for some nursing service on the 


part of almost every resident. It is 
influenced both by the extent of special 
provisions for the sick and by the 
type of patients requiring regular atten- 
tion. Four of the five homes possessing 


the largest number of nurses per 100 
beds have assigned substantial propor- 
tions of their total bed capacity to or- 
ganized medical and nursing service 
of the sick, the physically disabled, and 
the mentally confused—50 per cent or 
more in the case of two institutions of 
large size, 30 to 39.9 per cent in the 
case of a medium-sized home, and 20 
to 29.9 per cent in the case of a small 
home. Conversely, the eight homes with 
the smallest number of nurses per 100 
beds comprise three without regularly 
assigned beds for the sick and two with 
less than 20 per cent of assigned beds, 
but also one each in the categories 20 
to 29.9 per cent, 30 to 39.9 per cent, 
and 40 to 49.9 per cent. 

Physiotherapists, occupational thera- 
pists, or both were on the staffs of 48 
homes and numbered 119. They were 
employed in less than one-half of the 
homes under 50 beds, in more than one- 
half of the homes with capacities from 
50 to 399 beds, and in all four larger 
institutions. As a group, full time workers 
outnumbered part time workers. They 
served in one of the 16 homes with less 
than 50 beds and were employed more 
frequently as the size of the home in- 
creased, making up two-thirds of all 
such personnel in homes with 100 or 
more beds. 

The number of all therapists, part 
time and full time, was equal to one 
or more per 100 beds in 25 homes and 
to two or more in seven of these 25 
homes. The rate was below one in all 
the other 23 homes possessing rehabili- 
tation personnel. There was no evidence 
of a relationship between the size of the 
staff and the number of beds for the 
care of the sick. The lowest as well as 
the highest rate occurred almost equally 
often in homes with 30 per cent or 
more of assigned beds. 

Social workers were employed by 44 
homes and numbered 85. They were 
serving full time in 33 homes and part 
time in 11 homes. Full time social 
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workers were members of the profes- 
sional staff in one home with 34 beds, 
in 15 of the 36 homes with bed capac- 
ities from 50 to 199, in all but one 
of the 14 homes in the category of 200 
to 399 beds, and in all four larger 
institutions. Part time social workers 
were employed in five homes with less 
than 50 beds, two homes with between 
50 and 100 beds, three homes in the 
100- to 199-bed category, and one 205- 
bed home. The number of social 
workers was equal to one or more per 
100 beds in 15 homes and below this 
level in 29 homes. 

Among the 26 homes without any 
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social service personnel were not only 
20 of the 33 homes with less than 100 
beds, but also six of the 19 homes in 
the 100 to 199-bed category. Obviously, 
case-work service has made creditable 
progress in the homes but is still “today’s 
frontier” in too many of them. 
Persons skilled in recreational work 
were reported to be employed by 29 
homes, including 22 homes with full 
time workers and seven homes with part 
time workers. There was a total of at 
least 25 full time and 15 part time 
workers in the 22 homes. The number 
of these specialists was equal to one 
or more full time person per 100 beds 


- 


@| Number of professional nurses per !00 beds. 
(The figures in the insets represent rates, not percentages.) 


Size: Jewish Homes for the Aged, 1957 
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[Oj Number of all types of nursing personne! per 100 beds. 


Figure 2—Median Number of Nursing Personnel per 100 Beds in Homes of Specified 
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in three of the 29 homes and to ies 
in all others. It was 0.2 in three of 
the four largest homes, each of which 
employed full time workers, and close 
to 0.6 in the fourth. 

Quite common is supplementation of 
the salaried personnel by volunteer 
workers, and many homes rely entirely 
on volunteers. This is evident from the 
finding that 52 homes made regular use 
of volunteers but only 29 had recreation 
specialists on their payroll. The volun- 
teer workers varied widely in number, 
the range being 0.6 to 47.6 per 100 beds. 

Other personnel in regular attendance 
included podiatrists in 35 homes, psy- 
chologists in four homes, and optome- 
trists in three homes. 

In many communities the homes for 
the aged receive assistance from the gen- 
eral hospitals in taking care of senior 
citizens in the homes. Thus, they have 
ready access to the services of skilled 
personnel other than those on their own 
regular staffs. 

Furthermore, cooperative arrange- 
ments with general hospitals enable the 
homes to hospitalize those residents who 
cannot be treated in the special units 
of the homes. More or less definite 
arrangements with Jewish general hos- 
pitals were reported by 40 of the 43 
homes in communities possessing Jewish 
general hospitals. Similar relationships 
with general hospitals under other aus- 
pices were maintained by 16 of the 
27 homes located in cities without Jew- 
ish general hospitals. 


Discussion 


Most of the Jewish homes for the 
aged actually perform the functions of 
high-grade nursing homes. The great 
majority maintain special units for resi- 
dents suffering from long-term illness, 
serious physical disability, or substantial 
mental impairment; and many possess 
diagnostic and therapeutic equipment of 
various kinds. All homes employ nurs- 
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ing personnel, almost all have regular 
medical staffs, and many make sys- 
tematic use of a considerable variety 
of other persons possessing special skills. 
To round out their services numerous 
homes have understandings with nearby 
general hospitals for inpatient and out- 
patient care of those residents who can- 
not be treated at the home; and quite 
a few have more or less definite arrange- 
ments with general hospitals for service 
of staff members to residents in the 
homes. 

These facts testify to the acceptance 
of new goals and new responsibilities 
on the part of the homes. They demon- 
strate readiness and willingness to foster 
constructive services and to take advan- 
tage of the vast opportunities created 
by modern biologic, natural, and social 
sciences. Unquestionably, many homes 
are anxious to build pillars of strength 
through services for maintenance of the 
functional capacity of their residents. 
And they are making determined efforts 
to build towers of hope by emphasizing 
the best possible restoration of function 
of the sick or, in case of serious dis- 
ability, improvement of function to per- 
mit self-care and, possibly, purposeful 
activities. 

The outstanding achievement of the 
Jewish homes for the aged is their tend- 
ency to use medical care teams con- 
sisting of well qualified members of a 
variety of health and related professions. 
The major deficiency is the gross dis- 
parity in the rates of health personnel. 
Some differences can be expected and 
are justified in view of the marked 
variations both in admission policies 
and in arrangements for the care of 
the sick, especially those requiring much 
service. But even if the homes without 
special units for the sick are excluded 
from consideration, the dissimilarity in 
the availability of specific health per- 
sonnel, as measured by number or time 
in relation to beds, is too substantial to 


be ignored. 
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A good illustration is the situation 
in nursing. In 1957, the number of 
nurses per 100 beds ranged from less 
than 10 to 30 or more in the homes 
assigning 20 to 29.9 per cent of their 
total beds for the sick and from some- 
where between 10 and 15 to 30 or more 
in the homes using one-half or more 
of all beds for this particular purpose. 
These variations gain in significance by 
the fact that nursing service is needed 
not only by the patients in the special 
units, but by almost all residents. Ad- 
ministration of medications, care of the 
skin to prevent bedsores, and help in 
washing, eating, and personal care in 
general are functions to be performed 
for the vast majority of the elderly 
people in the homes. Such time-con- 
suming procedures as regular care in 
case of incontinence and constant super- 
vision in case of mental confusion loom 
large among the duties to be carried out 
for those who—often for long periods— 
are confined to bed. 


Comparison of the present rates of 
specific types of health personnel in 
different homes has some value, as it 
shows the relative standing of homes 
serving similar groups of people and, 
inevitably, focuses attention on the high- 


est rate as a potential guide. But the 
significance of such rates can be assessed 
only by comparing them with standards 
of adequacy reflecting the best thinking 
and the most advanced stage of social 
organization of health service for resi- 
dents of homes for the aged. At present, 
such standards are lacking. Although 
much useful information has been 
gathered through empirical observation, 
scientific analysis of the health require- 
ments of residents of homes for the 
aged in general and of those who are 
bedridden in particular is too scarce to 
permit generalizations and establishment 
of standards for personnel. This prob- 
lem must be solved by administrative 
research. 

The Jewish homes for the aged are 
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not the only ones to experience a pro- 
found change in the character of their 
populations. Nor are their adjustments 
to the new requirements exceptional. 
Unfortunately, comparisons with homes 
under other auspices are not yet pos- 
sible, due to the lack of large-scale 
studies of Protestant, Catholic, or non- 
sectarian homes. However, observers 
of the scene are agreed that numerous 
nonprofit homes for elderly people have 
gone, or are going, through a process 
similar to that described for the Jewish 
homes, although at a widely varying 
pace. Thus, the findings on the Jewish 
homes for the aged portray in principle 
the situation existing, or evolving, in 
hundreds of other homes. 

As homes for the aged are developing 
into important resources for the medical 
and nursing care of elderly people with 
long-term illness or substantial physical 
or mental impairment, old problems 
long relegated to the background are 
forcing their way to the fore, and new 
issues with wide social, economic, and 
organizational ramifications are demand- 
ing decisions. Only two of the basic 
questions can be discussed here; one 
dealing with matters of internal organi- 
zation and one referring to the future 
role of homes. 

It is not unusual to read minute 
descriptions of architectural plans for 
a new building for elderly people with- 
out more than a cursory reference to 
the professional and auxiliary services. 
This worship of bricks and mortar—not 
confined to agencies sponsoring homes 
for the aged—seems to take it for 
granted that new construction will bring 
with it good personal health service. It 
may easily lead to disaster because it 
blinds people to the fact that profes- 
sional and auxiliary services account 
for a large part of the total operating 
costs to be met. It cannot be stated 
too often that creation and constant im- 
provement of an organization assuring 
high standards, efficiency, and economy 
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of personal health services is of decisive 
importance to the successful operation 
of a home for the aged, as well as the 
humane and effective treatment of the 
individual residents, especially the 
“therapy of friendship,” to use William 
C. Menninger’s phraseology. 

The organization of personal health 
services must be guided by the concept 
of individualization, according to the 
resident’s physical ability, mental ca- 
pacity, and temperament and, in par- 
ticular, the degree of ability to follow 
the daily routine of the average healthy 
person. To meet individual needs fully, 
the services of any of the professional 
persons possessing special experience 
and skill must be readily available if, 
when, and as long as required. 

To obtain qualified nurses, divide 
responsibility between professional and 
practical nurses in a satisfactory manner, 
and coordinate all nursing services is 
a difficult task. But the most complex 
problem is that of organizing the serv- 
ices of all other professional personnel. 
The home may make pertinent arrange- 
ments in any of three ways: (1) by 
appointing representatives of as many 
professions and specialties as possible 
to its own staff and, in addition, main- 
taining a list of consultants to be called 
in when needed; (2) by relying pri- 
marily on personnel affiliated with a 
hospital in the neighborhood and having 
only a skeleton staff of its own; and (3) 
by regularly employing a medical di- 
rector, laboratory technicians, and spe- 
cialists in social work and rehabilitation 
and using the services of medical spe- 
cialists and other health personnel in 
the community on the basis of a formal 
or informal agreement. 

These alternatives lend themselves to 
modifications. Their applicability in a 
given situation and their relative merits 
must be weighed carefully. Among the 
factors to be considered are the size of 
the home, the number of beds in special 
units for the sick, the age and the physi- 
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cal and mental condition of the residents 
in general, the type of illness requiring 
special care and the extent of such care, 
the proximity of a good hospital and 
the willingness of its staff to give suffi- 
cient time to service at the home, and 
the costs. 

Availability of an excellent staff by 
itself does not guarantee optimum 
service. Comprehensiveness, continuity, 
and efficiency of personal health service 
meeting high standards depend on sys- 
tematic coordination of the activities of 
all persons and agencies involved. Of 
paramount importance is methodical en- 
couragement of cooperation between gen- 
eral physicians and specialists, between 
physicians and members of other health 
professions, between the representatives 
of the various health professions and 
social workers and persons professionally 
engaged in welfare programs, between 
highly trained professional persons and 
semi-skilled health and welfare workers, 
and between the homes for the aged 
and hospitals and community agencies. 
What is essential is establishment and 
strict observation of definite working 
relationships. There are many methods 
leading to the desired end. Teamwork 
cannot be achieved simply by adoption 
of “linear responsibility charts,” intro- 
duction of multicolored sheets for the 
recording of the observations of the 
various team members, or manuals on 
“how and to whom to refer.” Teamwork 
can be greatly facilitated by clear defi- 
nition of the powers, duties, and func- 
tions of all concerned. It will be 
successful only if every individual and 
every agency is ready to give and take 
in the interest of the common objective: 
to meet the numerous and widely vary- 
ing health needs of the home residents 
promptly, fully, and economically. 

In this connection, a stand must be 
taken on the question of diagnostic and 
therapeutic equipment and the technical 
personnel for it. If a home is located 
in close proximity to a general hospital 
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and, through a definite agreement, can 
readily obtain from it such laboratory 
tests and specialized treatment proce- 
dures as are needed, considerations of 
economy speak in favor of utilization 
of hospital resources by the home and 
limitation of the home’s own equipment 
and technica! staff to the type and num- 
ber required for routine service. Con- 
versely, a home situated far away from 
a general hospital would have to main- 
tain much diagnostic and therapeutic 
equipment and to employ the necessary 
technical personnel. Apart from the geo- 
graphic location, the size of the home 
and the health service requirements 
of its residents must be taken into 
account. Finally, it is important to keep 
in mind that regular transportation of 
residents to a hospital for tests or out- 
patient treatment is anything but easy to 
arrange and may well have an adverse 
effect on residents if it means several 
hours spent on travel and waiting. 

What should be the role of homes 
for the aged in the future? At first 
glance, the choice seems to be between 
two alternatives: (1) the continued 
transformation of homes for the aged 
into institutions for the long-term care 
of sick or disabled senior citizens, with 
ultimate abolition of residental units; 
and (2) maintenance of two types of 
physical facilities, one designed as resi- 
dence for “well oldsters” and one de- 
signed for the long-term care of elderly 
persons with chronic illness or substan- 
tial physical or mental impairment. 
Upon close examination, the weaknesses 
of these two alternatives become ap- 
parent. 

The homes for the aged assumed re- 
sponsibility for some personal health 
services because they realized early that 
all residents needed protective service 
and many required occasional care in 
case of minor illness. They expanded 
these services to include long-term care 
of the sick and infirm because the 
number of residents in need of such 


service was growing steadily and their 
transfer to other institutions was impos- 
sible due to the serious lack of adequate 
institutions for long-term care. The 
change of the functions of the homes 
was a matter of necessity rather than 
of choice. Continued extension and im- 
provement of personal health services 
in the homes appear inevitable. In the 
future, more people in the higher age 
groups will seek admission because of 
physical or mental impairment; and the 
health conditions of many residents will 
deteriorate in the course of the many 
years of stay in the homes. Transfer 
of the “unsuitable” residents to other 
institutions, with all its implications, 
should be reduced as much as possible. 
It would be futile as well as unwise 
to turn the wheels of history back and 
try to operate homes for the aged solely 
for persons whose conditions “will not 
create difficulty or discomfort to others.” 
Obviously, a strong case can be made 
for continued transformation of homes, 
mainly those with more than 50 beds, 
into institutions for long-term care. But 
then they should accept adults regardless 
of age, so as to fill the gap in the 
community resources for chronically ill 
persons. 

This policy would markedly improve 
the lot of people requiring long-term 
care in institutions. Moreover, it would 
contribute to effective utilization of gen- 
eral hospitals, chronic-disease hospitals, 
and psychiatric hospitals by relieving 
them of patients not requiring these 
services. 

The idea of separate physical facili- 
ties for the well and the sick appeals 
to the imagination on various grounds. 
Persons whose physical and mental con- 
ditions are good enough to permit self- 
care in a sheltered environment meeting 
their physical and emotional wants 
should not be constantly exposed to the 
sight of suffering, it is felt. The spon- 
soring agencies, directors, and admin- 
istrators of homes for the aged can save 


VOL. 50, NO. 9, A.J.P.H. 


a 
x 
2 
ais 
4 
ont 
a 
5 


much time and money if they do not 
have to worry about equipment and per- 
sonnel for personal health services and 
can concentrate their efforts on all the 
other important tasks, it is argued. 
This reasoning assumes that homes for 
elderly people cannot be designed in 
such a way as to allow for satisfactory 
separation of residential units and in- 
firmaries or similar special units, that 
“well oldsters” do not require any health 
service, and that those residents who 
suffer an acute illness or are deteriorat- 
ing physically or mentally will be trans- 
ferred to a hospital or institution for 
long-term care. 

All these assumptions are open to seri- 
ous doubt. The architectural design of 
a home for the aged can easily be 
adapted to the various functions to be 
performed. The homes cannot ignore 
the obligation to provide some health 
service, as all residents, due to their 
age, need regular health supervision and 
many require some nursing service. 


Transfer of the acutely sick to a hos- 
pital, with all it implies for the elderly 
person, could often be avoided if the 
home maintained a special unit of its 


own. Referral of progressively deteri- 
orating residents to institutions for long- 
term care would be feasible only if there 
were sufficient institutions of high stand- 
ards in the community, and this con- 
dition is met but rarely. 

The dispute over this question ob- 
scures the fundamental issue involved. 
The concept of homes for aged persons 
capable of self-care is a relic of the 
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earliest stage of social policy preoccu- 
pied with provision of institutions. 
“Congregate living” in a home for the 
aged is neither desired nor needed by 
many senior citizens. Recognizing this 
fact, modern planning has revived the 
old idea of housing elderly people in 
small apartments, in cottages or apart- 
ment houses. This concept guided the 
development of low-rent housing projects 
for “old folks” centuries ago, as illus- 
trated by the Augsburger Fuggerei, 
founded in 1521 and still in operation. 

It appears then that future social 
policy would be most useful if it stressed 


. two principles: (1) the development of 


low-rent housing in apartments for those 
senior citizens who can take care of 
themselves or need only some help; and 
(2) the development of good institutions 
for the long-term care of physically or 
mentally impaired adults regardless of 
age. These two types should be in close 
proximity so that the staff of the insti- 
tution could be used for needed health 
service to the people in the apartments, 
and persons requiring more intensive 
service could easily be transferred to the 
institution. 
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A local study of chronic illness concentrated its attention on the care needs 


of patients known to certain institutions and agencies. Intensive under- 


standing of the specific needs of long-term patients was obtained, 


and also of the community services required to meet the needs. 


Methods, findings, and follow-up are discussed 


in this account. 


CHRONIC ILLNESS STUDY 


ost of chronic illness in 

local communities are concerned 
with ascertaining the amount of chronic 
illness in order to determine the quanti- 
tative need for facilities and services. 
The purpose of this paper is to report 
on our experience with a somewhat 
different method. 

This approach was based on a com- 
munity’s concern that it discover how 
it could do a better job of treatment 
and care for the chronically ill. The 
fundamental consideration, therefore, be- 
came one of establishing a sound net- 
work of community services which could 
both meet current needs and chart the 
course for future expansion. A survey 
of the total volume of chronic illness 
was judged to be too costly and too 
ambiguous, as compared with a study 
of how to begin to plan for the future. 

From these considerations, the follow- 
ing decisions on methodology were 
made: (1) There would be no local 
attempt to determine the prevalence and 
type of chronic illness and disability 
in the population as a whole; (2) the 
focus in the study would be the patients 
receiving care for long-term illness from 
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agencies—and the agencies providing 
such care; (3) emphasis would be 
placed on an intensive study of a sample 
of these patients, both to understand 
how facilities were meeting current 
needs—and how they should be im- 
proved and supplemented; and (4) the 
findings of the study were to be pre- 
sented to the facilities and agencies con- 
cerned as they were obtained, so that 
the final recommendations would reflect 
their willingness to develop services to 
long-term patients. 

The study had its origin in the sum- 
mer of 1956, when a Citizens Com- 
mittee was formed by the Monroe 
County Council of Social Agencies and 
the Monroe County Board of Supervisors 
to study the problem of long-term illness. 
This committee was composed of repre- 
sentatives of the key agencies concerned 
with chronic care, plus four citizens-at- 
large of whom the chairman was one. 
A projected study for 18 months was 
outlined, and financial assistance to the 
amount of $43,000 was obtained equally 
from the Community Chest and the 
County Board of Supervisors. 

The study design was then approved 
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by the Medical Society, the Hospital 

Council, the Welfare Department, the 

Health Department, the School of Medi- 

cine, Blue Cross and Blue Shield, the 

Academy of Medicine, and the Visiting 

Nurse Service. It was decided to divide 

the study effort into four parts: 

Part 1—A study of long-term patients and 
services in the eight general and four long- 
term hospitals. 

Part 2—A study of long-term patients and 
services in the eight homes for the aged. 
Part 3—A study of long-term patients and 
services in 30 of the 33 private nursing 

homes. 

Part 4—A study of long-term patients at home 
under the active care of voluntary and 
official public health nursing agencies. 


The study used three complementary 
methods of obtaining information about 
long-term patients in relation to the 
services they need and receive: 

1. Policy Study—In each of the four 
parts, a questionnaire-type check list 
was developed to obtain information 
on: Agency admission and discharge 
policies, the scope and purpose of 
services provided, staffing pattern, edu- 
cation and training of staff, costs and 
income, and future plans. In the hos- 
pitals and homes for the aged, the in- 
formation on the policy questionnaire 
was obtained in a conference of the 
agency administrator and the study di- 
rector. In nursing homes and _ public 
health nursing agencies, the question- 
~ naire was discussed in a conference and 
then returned by mail. 

2. A Census Study—A 17 question 
mrecoded questionnaire about individual 
patients under care of the agency on a 
selected day was used throughout the 
study. There were slight modifications 
as the study progressed from hospitals, 
to homes for the aged, to nursing homes, 
and to public health nursing agency 
patients. 

The last census question requested the 
agency staff to indicate which of the 
following settings or “levels of care” 
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would be most appropriate for each pa- 
tient on the census day: 


. Hospital care less than 30 days 
. Hospital care more than 30 days 
. Skilled nursing care in an institution 
. Unskilled nursing care in an institution 
. Organized home care 
Home care 


Other 


These census forms were filled in by 
medical residents in general hospitals, 
by medical staffs in long-term hospitals, 
by the administrators in homes for the 
aged and nursing homes, and by the 
public health nurse in nursing agencies. 
One or more conferences preceded this 
process. 

The only difficulty which presented 
itself was that of determining which 
patients in the general hospitals were 
“long-term patients.” The medical resi- 
dents selected 193 such persons, roughly 
10 per cent of the census of general 
hospitals, basing their selection on the 
definition of the Commission on Chronic 
Illness of the long-term patients, namely, 
“persons suffering from chronic disease 
or impairments who require a prolonged 
period of care, that is, who are likely 
to need or who have received care for a 
continuous period of at least 30 days 
in a general hospital, or care for a con- 
tinuous period of more than 3 months 
in another institution or at home.”* 

The “one-day census” used a sliding 
date schedule so that the clinical review 
team would be able to see the patient 
while he was still under care. 

3. The Clinical Review Study—A ran- 
dom sample of the patients in the census 
was studied by a review team consisting 
of an internist, a public health nurse 
with hospital experience, and a medical 
social worker. Where the patient was 
under private physician care, the study 
director obtained physician approval for ° 
the professional team to see and examine 


* Commission on Chronic Illness. Chronic 
Illness in the United States. Vol. 1l—Care of 
the Long-Term Patient, 1956, p. 5. 
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Table 1—Agencies and Patients Studied 


Clinical Review 


Policy Census 

Information Information Information 

Level (Agencies) (Persons) (Persons) 
General hospitals 8 193 33 
Long-term hospitals 4 920 57 
Nursing homes (private) 30 704 29 
Infirmaries of homes for the aged 8 280 27 
Public health nursing agencies 16 1,683 33 

66 


the patient and inspect institutional case 
records. This permission was granted 
in all cases except when the physician 
felt it would constitute a hazard to the 
patient. 

Before the study began, the physician, 
nurse, social worker, and study director 
observed the evaluation method used by 
the Home Care Program in Montefiore 
Hospital in New York City. The study 
forms were pretested on a number of 
patients. 

Each member of the clinical review 
team interviewed the patient indepen- 
dently. The nurse and physician exam- 
ined the patient to confirm or add to 
information previously obtained from 
the medical record. The members of 
the clinical review team interviewed 
their opposite numbers on the agency 
staff. The social worker made 82 home 
visits, and the nurse 70. 

The identical question as te which 
“level of care” was required by the 
patient. previously answered by agency 
staff in the census study, plus other 
items which required team decision, 
were discussed at weekly conferences of 
the clinical review team (see Table 1). 


One other aspect of method bears 
some note: The clinical review team 
was largely a “home team” which func- 
tioned over a nine-month period on a 
part-time basis. The internist was in 
private practice and an instructor at 
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the School of Medicine. The public 
health nurse was on loan to the study 
from the Bureau of Public Health Nurs- 
ing of the Health Department. The 
medical social worker—later replaced 
by a social worker—had been on a hos- 
pital social service staff. The biostatis- 
tician was on part-time loan from the 
School of Medicine. The study director 
was on loan full-time from the Council 
of Social Agencies. The medical con- 
sultant from the University of Buffalo 
School of Medicine came to Rochester 
as needed—initially about one day a 
week. 

A comparison of the judgments of the 
clinical review team and the staff of 
care agencies with respect to the level 
of care needed by long-term patients in 
the institution on a certain day (Table 2) 
produced some seeming discrepancies. 

In the general hospitals, the medical 
residents who filled in the census forms 
for 193 patients whom they had selected 
actually indicated much less need for 
short- and long-term hospital care (41 
per cent) than did the clinical review 
team (85 per cent). The review team 
felt that the medical residents had prob- 
ably “projected” the care need to a 
future though unspecified date. Three- 
quarters of the 193 long-term patients 
in general hospitals on the day of the 
census had been in the hospital less 
than 30 days (Table 3). 

On the other hand, the clinical re- 
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view team judged that only 43 per cent 
of the patients in long-term hospitals 
(920 patients, of whom 649 were in the 
County Infirmary, an accredited hos- 
pital) actually needed hospital care, as 
compared with 61 per cent as judged 
by the hospital staffs. The clinical re- 
view team and agencies agreed sub- 
stantially that about 90 per cent of 
patients in infirmaries of homes for the 
aged and in nursing homes were prop- 
erly placed (Table 2). 

It is in the fourth area—that of 
patients at home under the care of 
public health nursing agencies—that the 
judgments of the clinical review team 
contrast most sharply with those of the 
public health nurses on “level of care” 
required. While the clinical review sam- 
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ple of 33 was small, it was startling to 
find that half of this group were judged 
by the clinical review team not to need 
nursing care at home. This will be 
elaborated on later. 

The clinical review judgments on level 
of care needed, when projected to the 
total number of patients known to the 
study in each setting, created the only 
valid information we had on the ques- 
tion of whether additional beds were 
needed and, if so, what kind. This 
information pointed to the conclusion 
that the creation of new and strength- 
ened services constituted a planning 
priority over the building of beds except 
as voluntary agencies, such as hospitals 
or homes for the aged, would develop 
quality nursing care beds. 


Table 2—Level of Care Needed—Judgments of the Clinical Review Team (Clinical 
Review) Compared with Judgments of the Care Agencies (Census) 


Patients in Patients in 


General Hospitals 


Long-Term Hospitals 


Patients in 
Infirmaries of 
Homes for the Aged 


Patients in 


Nursing Homes Patients at Home 


Clinical 
Review 


Cliaical 


Review Census Census 


Clinical 
Review 


Clinical 
Review 


Clinical 


Review Census Census Census 


TOTAL No. 33 920 


Level of Care 100.0 

No answer 3 

Hospital care 
(less than 
30 days) 70 

Hospital care 
(more than 
30 days) 

Skilled nursing 
care in an 
institution 

Unskilled nursing 
care in an 
institution 

Organized home 
care program 

Home care 

None of the 
above 

Undetermined 


29 
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Table 3—Length of Patient Stay to Date of Study by Type of Institution or Home Care 


(Census Information) 


Eight Four Long-Term Thirty Eight Homes 
General Hospitals Hospitals Nursing Homes for the Aged Patients at Home 
Total Long-Term Patients 193 920 704 280 1,683 
% % % % % 
Length of Stay 100.0 100.0 100.0 100.0 100.0 
No answer 0.5 0.8 0.4 3.5 
Less than 30 days 73.0 13. 5.8 2 8.0 
31-60 days 17.7 8.6 5.5 1 7.0 
61-90 days 4.7 6.6 5.7 1 5.1 
4-6 months 2.6 10.0 6.3 3 10.1 
7-12 months 0.5 16.7 17.6 + 16.3 
13-24 months 1.0 24.1 28.6 21 20.1 
3-5 years 11.1 20.2 29 20.2 
6-10 years 5.1 91 24 7.9 
0.8 15 18 


Over 10 years 3.3 


The services which emerged as the 
preponderant needs were: 


1. Patient Evaluation — The policy 
study asked the general and long-term 
hospitals to indicate “which professional 
persons regularly assisted the physician 
in evolving a total program of care for 
the individual patient.” Of the eight 
general hospitals interviewed, five re- 
ported assistance by the social worker, 
four—the dietitian, two—the nurse, and 
one each the psychologist, public health 
nurse, physical therapist, and commu- 
nity agencies. Only one of the four 
long-term hospitals indicated such pro- 
fessional assistance, and since this was 
a rehabilitation hospital for children, it 
noted most of the above, plus speech 
therapist, special educator, and occupa- 
tional therapist. 

However, in the opinion of the clini- 
cal review team, the nurse had partici- 
pated in developing a patient care plan 
in only 15 per cent of the 33 cases 
studied in general hospitals, and in 17 
per cent of the 57 cases studied in long- 
term hospitals. The social worker had 
participated in planning in 27 per cent 
and 33 per cent of the cases, respec- 
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tively. The conclusion was that the 
concept that professional persons can 
assist physicians to evaluate total care 
needs of the patient and plan for his 
future care was not completely accepted 
either by physicians or by these hos- 
pitals. 

The primary service recommendation 
with respect to hospitals—and to other 
care institutions also—was that they 
develop a multiskill professional effort 
to evaluate present and future needs 
of patients and recommend a setting 
for care in the light of the patient’s 
family situation and care needs. 

2. Rehabilitation—The need for re- 
habilitation services in hospitals. nursing 
homes, homes for the aged, and patients 
at home was revealed by the clinical 
review study (Table 4). The tabulation 
of per cent of persons needing services 
is significant both in areas where there 
are obviously large unmet needs—occu- 
pational therapy, medical social work, 
and recreation were needed but not 
available to half the sample—and in 
areas where the need is less, but the 
availability of special skills may be im- 
portant to some patients, e.g., psycho- 
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General hospitals 


Long-term hospitals 


Nursing homes 


Homes for the aged 


Patients at home 


Not Provided 


Needed 


NNP 


NP—Needed and Provided. 
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logical counseling, speech therapy, and 
the like. 

The clinical review team gained two 
related impressions from studying 179 
patients: (1) that the concept of reha- 
bilitation tended to be equated with 
other specialties in medical practice, 
and (2) that the concept of rehabilita- 
tion tended to be physical medicine 
rather than an effort to help the patient 
as a person make a maximum adjust- 
ment to living. 

3. Organized Home Care—The third 
service level which appeared as a need 
was Organized Home Care. Whatever 
the differences in interpretation, agency 
staffs and the clinical review team 
agreed on the relative need for this 
service (Table 2). This is all the more 
remarkable for the fact that the review 
team considered housing, family atti- 
tudes, and family ability in making 
recommendations. Projecting this clini- 
cal review team judgment from the total 
sample of 179 to the total study popu- 
lation, the statistical estimate was an 
obvious need for Organized Home Care 
Services for from 88 to 554 patients. 

A series of discussions with hospital 
and agency administrators, however, was 
necessary both to clarify Organized 
Home Care as a possible department 
of service of a general hospital, and to 
establish that the Health Department and 
Visiting Nurse Service were interested 
in community centered Organized Home 
Care Services which could serve patients 
having a lesser degree of need for medi- 
cal services than those in the hospital- 
sponsored program. 

4. Multiple Care Needs—A fourth 
service need which ran through the 
entire study—most obviously again in 
the clinical review material—was that 
concerned with the multiple needs of 
patients. 

Though the person with long-term ill- 
ness has multiple needs, our community 
services are segmented services. Agencies 
usually are concerned with one aspect 
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Table 5—Level of Care and Type of Services Required by Patients at Home (Clinical 
Review Study) 


Organized No. of 
Hospital Home Home Care Patients 
Care Care Home Care Not Needed Total 

Needs for Service 2 ll 16 33 
Social Service 4 6 10 21 
Budgeting assistance 1 l 2 
Recreation 2 3 3 8 
Socialization 2 2 
Friendly visitors 1 2 3 
Rehabilitation evaluation 2 4 6 
Physical therapy 2 1 3 
Occupational therapy 1 2 3 
Diet/nutrition assistance 1 1 
Sheltered workshop 1 1 
Psychological testing/counseling 1 1 
Medical services 1 1 2 
Eye refraction/glasses 2 3 5 
Dental care 1 1 
Intensive nursing 2 2 
Homemaker/housekeeping 2 1 3 
Housing 2 2 
Safety devices in home 1 1 

Total 

Current Source of Medical Care 33 
Clinic 8 17 
Physician—office 3 5 8 
Physician—patient’s home 2 4 2 8 


of need—medical, nursing, social serv- 
ice, housing, and the like. Some of 
these segmented services, further, are 
limited with respect to geography, indi- 
gency and nonindigency, veteran status, 
age, and in some cases, types of dis- 
ability of the person. The Organized 
Home Care and rehabilitation constella- 
tions of services are examples of increas- 
ing recognition of this need for multiple 
services. 

The other area where the multiple 
need concept came most sharply into 
focus was in the clinical review sample 
of 33 patients at home under nursing 
care (Table 5). On the date the patient 
was seen by the clinical review team, 
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six of these 33 patients required more 
intensive care than “home care” (de- 
fined as nursing care at home under 
medical supervision). Two of the six 
required hospital care—and four of the 
six were thought eligible for Organized 
Home Care Services. On the other hand, 
as previously indicated, 16 of the 33 
were thought not to need “home care.” 
The clinical review team drew the con- 
clusion that the public health nurse, 
sensing a lack, was attempting to fill it 
by nursing visits—when in these cases, 
other skills than hers were needed. Yet 
all 33 patients had in common the fact 
that they had largely unmet needs for 
other types of assistance. ; 
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The inference was drawn that public 
health nursing agencies might well ac- 
cept a broader function by working 
with physicians to bring resources other 
than medical and nursing to bear on 
the patient-family problem. There is no 
blueprint for this. It involves nurse 
retraining, and gradual outlining of how 
the nurse’s skills and resources can be 
increased. 

5. Teaching, Research, Affiliations— 
The fifth service area emphasized was 
more indirect but of tremendous long- 
range importance. It comprised actually 
three related factors: (a) research, (b) 
teaching, and (c) affiliations between 
care agencies. 

The policy study information showed 
that there were 76 clinical research 
projects related to chronic illness in 
existence, of which all but three were 
being undertaken in the hospital affili- 
ated with the medical school. However, 
there was not, at the time of the study, 
any research on the administrative, op- 
erational, or service aspects of long-term 
care. In the course of the committee 
deliberations it was agreed that the 
newly created Department of Preventive 
Medicine and Community Health of the 
School of Medicine, the County Health 
Department, and the County Welfare 
Department should either jointly or in- 
dividually conduct a continuing series 
of research studies on pertinent aspects 
of long-term care. 

Formal affiliations, including definite 
provisions for shared professional serv- 
ices and facilities, did not at the time 
of the study exist between institutions 
providing different levels of care. 

The value of formal affiliations be- 
tween the School of Medicine and the 
County Infirmary and county tubercu- 
losis hospital was accepted in principle 
by the administrators concerned. Hos- 
pitals also accepted the idea that they 
would entertain favorably requests from 
homes for the aged for affiliation with 
a general hospital. One home for the 
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aged made such a request during the 
study. 

On the other hand, formal affiliations 
between voluntary hospitals and private 
nursing homes were judged impractical. 
It was suggested, therefore, that hospi- 
tals and the hospital council might fur- 
nish these homes with consultative serv- 
ices, laboratory services, and accounting 
and record assistance, on a fee basis. 

It was suggested, also, that both at 
the graduate and undergraduate level, 
nursing schools, schools of social work, 
hospitals, and the School of Medicine 
develop specific curriculum material and 
experience for professional persons who 
will care for long-term patients. 


Other set findings related chiefly to 
administrative regrouping of agencies 
or altered administrative responsibilities 
of agencies providing services to long- 
term patients. Here are four examples: 

1. Tuberculosis Hospital—The trans- 
fer of administrative responsibility for 
the county tuberculosis hospital, for ex- 
ample, from a board responsible to the 
County Board of Supervisors, to the 
board of the County Health Department, 
was recommended. 

2. The County Infirmary—The clini- 
cal review study of the 30 patients 
sample of 647 patients in the County 
Infirmary on the day of study revealed 
that six of these patients, or 20 per cent 
of the sample, needed short- or long- 
term hospital care; 19 patients, 63 per 
cent of the sample, needed skilled or 
unskilled nursing care in an institution; 
three patients, 10 per cent of the sample, 
required home care or organized home 
care; and two patients, 7 per cent of 
the sample, none of these. 

This analysis, plus the analysis of the 
specific care needs of these patients, 
led to the conclusion that the undif- 
ferentiated care provided in the infir- 
mary could be reorganized into progres- 
sive care units to include at least (a) 
a hospital unit, (b) a nursing unit, 
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and (c) a self-help unit allowing maxi- 
mum emphasis on social, recreational, 
sheltered workshop, and similar activi- 
ties. It was proposed, further, that 
rehabilitation become a part of treat- 
ment in all these units. 

3. Nursing Homes—The relationship 
of supervising and assisting agencies to 
the proprietary nursing homes was some- 
what more complicated. The State Wel- 
fare Department, the County Welfare 
Department, and the local County Health 
Department had overlapping functions 
in the areas of inspection and super- 
vision. The visits by the clinical review 
team to the nursing homes disclosed a 
wide variety of unmet patient needs. 
The information pointed to the need 
for assistance to patients and to the 
homes in an organized fashion to replace 
the old emphasis on regulations. Specifi- 
cally, a medical care team of the County 
Health and Welfare Departments using 
ancillary personnel was recommended as 
strengthening patient care services in 


the following areas: housekeeping, pa- 
tient evaluation, laboratory services, ed- 
ucational training of staff, relationships 
with hospitals, rehabilitation services, 
recreational services, case work services, 
nutrition, and fitness of buildings for 
patient use. 


1. Public Health Nursing Services— 


Recommendation 
Intake evaluation of patients 


Comprehensive hospital rehabilita- 
tion program 


. Organized Home Care program 


Affiliations between institutions pro- 
viding different levels of care 


Closing a convalescent hospital for 
physically handicapped children 


Definition of levels of care and cost 
accounting these levels in homes for 
the aged 


Increase in coverage of voluntary 
health insurance in the aged group 


The fourth area which seemed to re- 
quire administrative reorganization was 
that of public health nursing services. 
The policy and census studies showed 
that the Health Department nursing 
service provided school health services, 
and the Visiting Nurse Service, indus- 
trial nursing services. Services to per- 
sons at home were not differentiated 
as to type, though the Visiting Nurse 
Service carried the major caseload of 
bedside care. Basically two nursing 
agencies, therefore, were providing the 
same type of service to long-term patients 
in the same geographic area. 

The question seemed capable of reso- 
lution in three different ways: (a) the 
creation of a combination nursing 
agency, (b) an attempt to “carve up” 
the geography so as to avoid duplication 
of bedside care services, and (c) con- 
tinuing administrative joint planning. 
This last method, being least threaten- 
ing, was most acceptable to the agencies. 


A follow-up or implementation com- 
mittee was appointed jointly by the 
Council of Social Agencies and the 
Monroe County Board of Supervisors. 

During the course of the study and 
at this time, plans to implement specific 
recommendations are under way in the 
following areas: 


Agency 
A home for the aged 
One hospital 


One hospital, the Health Department, 
and the Visiting Nurse Service 


A projected affiliation between a gen- 
eral hospital and a home for the aged 


One hospital 


The newly formed Council of Homes for 
the Aged 


Blue Cross, Medical Society, Hospital 
Council, follow-up committee 
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Conclusion 


On the assumption that a community 
network of modern medical and related 
services to long-term patients can be 
established only by those agencies who 
accept the responsibility, a local study 
of chronic illness concentrated its atten- 
tion on the care needs of patients known 
to these institutions and agencies. Major 
emphasis was placed, therefore, on in- 
tensive study of the needs for services of 
a sample of these patients. This made 
it possible to achieve a greater under- 
standing of the specific needs of long- 
term patients—and the community serv- 
ices required to meet those needs— 
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than could be obtained through less 
intensive methods of studying needs. 
The findings were made the subject of 
extended study and discussion by pro- 
fessional and lay persons representing 
hospitals, other institutions, and volun- 
tary and official health agencies result- 
ing in a series of recommendations 
which, when implemented, will hopefully 
guide the development of a pattern of 
community services and facilities. 
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Special groups of chronically ill and disabled individuals in the population 
need particular consideration in planning dental care. After discussing 


resources and facilities, a plan to coordinate a community dental 


care program is suggested. This involves the close cooperation 


and participation of dentists in the planning and operation 


of such a program. 


COMMUNITY PLANNING FOR DENTAL CARE OF THE 
CHRONICALLY ILL AND DISABLED 


Marvin P. Sheldon, D.M.D. 


\* DISCUSSING community dental pro- 
grams for the chronically ill and 
disabled, it is important first to define 
the specific groups with which we are 
concerned; second, to identify the com- 
munity resources which are currently 
available; and third, to outline the 
necessary steps in developing plans to 
organize and operate dental care pro- 
grams to meet the needs of these people. 


Definition of Groups Requiring Special 
Dental Attention 


Consideration in this paper will be 
limited to those patients sufficiently dis- 
abled to require special considerations 
in planning dental treatment not usually 
available in the average dental office 
or clinic. The U. S. National Health 
Survey (1957) has indicated that there 
are approximately 5.5 million people 
in the noninstitutional population of the 
United States who are limited in their 
ability to get around due to one or more 
chronic conditions.’ Of this group, about 
three million are 65 years of age or 
over. As our aging population increases 
at an accelerating rate in future years, 
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the extent of the disability problem will 
grow proportionately. Disability results 
as a consequence of chronic disease, 
injury, or congenital defect. The medi- 
cal, social, and psychological conse- 
quences produce our long-term patients. 

Examples of long-term patients re- 
quiring special considerations in treat- 
ment are: 

1. Patients with Cerebral Palsy—The 
basic disorder is neuromuscular disa- 
bility due to damage to the developing 
brain. Superimposed upon this may be 
mental retardation (50 per cent of 
cases), speech defects, visual problems, 
hearing problems, and convulsions. The 
estimated prevalence of cerebral palsy 
is about 150 per 100,000 of total popu- 
lation.” 

2. Patients with Mental Retardation 
—The basic disorder is a recognized 
reduction in intellectual capacity due 
to a variety of causes. Superimposed 
on this reduction of intellectual ability 
may be motor dysfunction, speech de- 
fects, and others. The prevalence of 
mental retardation has been estimated 
as high as 10 per cent of the total popu- 
lation, but the group of concern here— 
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the uneducable, mentally retarded chil- 
dren—would number one-half million. 
The estimated prevalence is about 300 
per 100,000 of the total population.* 
Only 15 per cent of this group are in 
institutions; the remaining 85 per cent 
are in their own homes within the 
community. 

3. The Aged—There are 14.4 million 
people in the noninstitutional population 
of the United States who are 65 years 
or over. Twenty-one per cent, or 3.0 
million, are disabled to the point of 
needing assistance in the activities of 
daily living.’ Ninety-five per cent of 
the disabled aged are in their own 
homes in the community. The aged 
suffer from the disabilities of the chronic 
diseases accumulated during their life- 
time. These disabilities are due to the 
various vascular diseases (coronary, peri- 
pheral, and cerebral); metabolic dis- 
eases (diabetes, arthritis); emotional 
disorders (“senility”); neuromuscular 
diseases (multiple sclerosis, Parkinson’s 
disease), and neoplasms. The disabili- 
ties caused by accidents (hip fractures) 
can be added to this list. 

4. Patients with Mental Illness—The 
chronic diseases, injuries and pre- or 
postnatal congenital defects, account for 
approximately 1.1 million long-term pa- 
tients sufficiently disabled to require 
care through some type of facility. An 
additional four million are confined to 
their own homes.* 


Community Resources 


Most communities have a number of 
public and voluntary agencies interested 
in the chronically ill and disabled. Some 
of these provide services and others 
make arrangements for payment of serv- 
ices. Few communities have consoli- 
dated these varieties of interests into 
an identifiable program for the chroni- 
cally ill and disabled. The two impor- 
tant public agencies concerned with pro- 
gram planning for the chronically ill 
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and disabled are the health department 
and the welfare department. Among the 
voluntary agencies and _ professional 
societies are the dental society, medical 
society, National Association for the 
Help of Retarded Children, Cerebral 
Palsy Association, American Cancer 
Society, Tuberculosis Association, Visit- 
ing Nurse Association, Council of Social 
Agencies, and so on. Functional isola- 
tion of these varied interests presents 
the major hurdle in community organi- 
zation to achieve a coordinated plan. 
The dental society is a valuable commu- 
nity resource that has often been over- 
looked. The success of any dental pro- 
gram depends on the availability of 
dental personnel willing to participate. 

The facilities for the care of the long- 
term patient run the gamut from the 
community hospital, rehabilitation cen- 
ter, county infirmary, nursing home, 
home for the aged, to the services 
brought to the patient's own home. 
An examination of available facilities 
is essential prior to planning a dental 
program. The inpatient facilities will 
require staffing and equipment plans to 
meet the needs of the patient census. 
The services brought to the patient’s 
own home will require alternate staffing 
and equipment plans compatible with 
the dentist’s ability to meet the dental 
needs of the patient in the patient’s 
environment. 

There are at present approximately 
6,900 hospitals of all types in the United 
States. These include public and private 
hospitals and fall under the headings 
of (a) general, (b) chronic disease, 
(c) mental, and (d) tuberculosis. We 
expect to find long-term patients in the 
last three groups, but various studies 
have shown that general hospitals devote 
as much as one-sixth of their beds to 
long-term patients.® As an over-all group, 
only 28 per cent of hospitals of all 
types have some type of dental service. 
This should not be interpreted as mean- 
ing that 28 per cent of hospitals have 
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dental departments. A dental service 
may only mean exodontia or emergency 
treatment by a dentist on the adjunct 
or courtesy staff. A figure revealing the 
number of complete dental departments 
is not available. Therefore, we may con- 
clude that there is a recognizable defi- 
ciency in comprehensive hospital dental 
organization. 

Nursing homes and homes for the 
aged total 25,000 and have about 450,000 
beds.” Only some of the larger homes 
of 300 beds or more have dental services 
available to the patients. Thus, the resi- 
dent of the average home of 20 beds 
is denied the dental services he so 
badly needs. 

Organized home care programs, 
though numbering a scant 53, are begin- 
ning to stimulate the imagination and 
interest of many communities through- 
out the country.* Several of these pro- 
grams have a dentist on the staff and 
the patients are either brought to the 
hospital dental clinic or the dentist goes 
to the patient’s home with portable 
equipment. 


Examples of Dental Services for the 
Disabled 


The examples cited to answer the 
following questions will illustrate seg- 
ments of a total community dental plan: 


1. Is there interest in starting an organized 
program 

2. Are there any existing programs and can 
they be expanded for better utilization of pro- 
fessional services? 

3. What facilities are there for the care of 
the long-term, patient? 

4. Are dentists included in the staffing pat- 
tern of these facilities or community re- 
sources? 

5. What agencies, public or voluntary, are 
there who will or could finance such programs 
or services? 


The development of program interest 
depends upon two basic considerations. 
The first is stimulation of interest within 
the local dental society, and the second 


is the creation of interest in the various 
community organizations to include den- 
tists in their planning and program 
activities. Both of these activities may 
be going on to some extent in most 
communities. The formation of a com- 
mittee within the dental society should 
have these two objects as focal points 
for its organizational plans. This action 
has taken place in several states. In 
one state, the Board of Governors of 
the State Dental Society has appointed 
a Committee on Dentistry for the Chron- 
ically Ill and Aged. The committee has 
five members selected because of per- 
sonal interest and geographic location. 
The state dental director is a full mem- 
ber of this committee. Planning is pro- 
gressing with enthusiasm and thought- 
fulness. Steps have been taken to inform 
the State Dental Society membership 
about the dental problems of the chroni- 
cally ill and aged. In addition there 
is mutual planning with the Committee 
on Aging of the State Medical Society. 

An examination of existing programs 
will permit such a dental committee the 
opportunity to offer suggestions to in- 
clude dentists. Various voluntary agen- 
cies have been instrumental in develop- 
ing broad community programs. An 
essential part of these programs has been 
the organization and operation of evalu- 
ation and diagnostic clinics. In several 
of these, the dentist sits as a full mem- 
ber of the evaluation team. The treat- 
ment program is planned after a profile 
of disability and a prognosis for medical 
rehabilitation has been done. A dental © 
plan with varying intensities of dental 
service requirements is then developed 
on the basis of this medical, social, 
psychological profile and medical reha- 
bilitation prognosis. This approach dif- 
fers from the concept of “treatability” 
used in some of the present survey 
reports. A terminal cancer patient may 
be fully treatable, but is full treatment 
indicated? The dental intensity varia- 
tion arrived at by the profile-prognosis 
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approach would be more realistic in 
such a case. A state health department 
has set up an evaluation program ex- 
pressly for handicapped children to de- 
termine the intensity of dental services 
to be provided and the facility most 
able to meet these needs. 

Organized home care programs are 
another example of community programs 
to which dental services can be added. 
A few organized home care programs 
have added dentists to their staffs to 
make dental services available to their 
homebound patients. 

An identification of the inpatient 
facilities available for long-term patient 
care will aid in planning. The patient 
census, medical diagnosis, length of pa- 
tient stay should be part of this facility 
identification. This information will be 
extremely helpful in justifying the estab- 
lishment of a dental department with 
the necessary dental personnel and 
equipment. 

Most of us have knowledge of a com- 
plete dental department in certain hos- 
pitals. This growth of dental depart- 
ments has been faster in children’s 
hospitals and chronic disease hospitals. 
Long-term patients in these facilities 
have necessitated organizing dental serv- 
ices in accordance with the recommen- 
dations of the Council on Hospital Dental 
Service of the American Dental Associa- 
tion. There is no apparent reason why 
general hospitals in most communities 
should not consider the organization of 
such a department. Thus, the commu- 
nity hospital will have facilities to supply 
comprehensive dental care to its own 
long-term patients. In addition, the 
child disabled by mental retardation 
or cerebral palsy may be admitted for 
operative dental procedures under gen- 
eral anesthesia. The dental clinic of 
such a hospital may be utilized as the 
place to transport the. residents of the 
smaller nursing homes for dental care. 
Several hospitals in the Midwest and 
East are doing this now. 
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The amendments of 1954 to the Hos- 
pital Survey and Construction Act pro- 
vided for dental departments in new 
construction for long-term patients. In 
many instances, the new facility did 
allow space and equipment for a dental 
department. This space allocation has 
been utilized for other purposes because 
no dental plan or program materialized. 

One state dental director has taken 
an interest in new hospital construction. 
The District Dental Society appointed 
a committee to work closely with the 
state dental director. Together they devel- 
oped an administrative and operational 
plan for a dental department to present 
to the Medical Advisory Committee of 
a new rehabilitation center. The Medical 
Advisory Committee readily accepted the 
proposal and included the plan in its 
organizational manual. 

An identification of the nursing homes 
in the community will reveal that most 
are too small to justify a dental staff 
or a permanently installed dental clinic.’® 
Here plans will have to be made to 
bring dental care to the nursing home 
resident through an organized commu- 
nity program. The patients may be 
transported to a dental clinic established 
for or setting aside regular hours for 
the care of the disabled patient. A 
hospital dental staff has organized such 
a program. A State Health Department 
in cooperation with the State Dental 
Society has developed plans to provide 
dental care to nursing home residents. 
The State Health Department will coor- 
dinate the program and set up a loan 
closet of portable equipment for use 
by practicing dentists on an appoint- 
ment basis. 

Financing of dental care programs 
for the disabled and chronically ill has 
been meager. Available moneys must 
be used for many other administrative, 
personnel, and service costs; therefore, 
sometimes the dental needs of these 
patients have been overlooked. Plan- 
ning can overcome this. The Federal 


Aid Program to states allows for dental 
‘care depending on state interpretation 
and matching of funds. One State 
Health Department has a program which 
finances the cost of hospital care of a 
mentally retarded child who needs a 
general anesthetic as part of the dental 
treatment plan. The Ladies Auxiliary 
of a City Dental Society has raised 
sufficient money to purchase portable 
dental equipment for a homebound 
dental program. Another homebound 
dental program, hospital-based, has re- 
ceived financial support from a private 
philanthropic organization. Maternal and 
child health funds are being used by 
one State Health Department to support 
a dental evaluation program for handi- 
capped children, Certain welfare depart- 
ments have appropriated money to equip 
and staff dental clinics in the larger 
county infirmaries. 

The examples illustrate that various 
components of .a coordinated commu- 
nity dental program for the chronically 
ill and disabled are now in operation. 
No single community has progressed 
to the point where it has all these serv- 
ices in a coordinated program. 


Planning Community Dental Programs 


Program possibilities are presently 
being explored at national, state, and 
local levels. It is important to remember 
that the program will only become work- 
able when it is planned, interpreted, 
and demonstrated at local level where 
people receive the benefits of the 
planned service. Thus, even though the 
audience for this discussion may come 
from all levels, productive planning must 
be aimed at eventual delivery of the 
dental program to the patient in the 
local community. With this objective 
in mind, the problem of planning as- 
sumes manageable dimensions. 

A program to provide dental services 
for the chronically ill and disabled neces- 
sarily has multiple facets. A first step 


is the organization of a committee of 
the dental society which will have the 
following objectives: 

1. Assessment of the community resources, 

2. Development of a comprehensive program 
plan, 

3. Selection of the segment of the plan most 
closely related to the community’s interest, 

4. Channeling the selected segment of the 
comprehensive plan to the appropriate com- 
munity agency for implementation. 


An assessment of the community re- 
sources will reveal the skills the commu- 
nity has utilized in meeting the needs 
of the chronically ill and disabled. Each 
community will vary in much the same 
way as individuals vary in expressing 
these skills. An evaluation of the public 
and voluntary agencies, facilities, serv- 
ices, and professional personnel will in- 
dicate the potentialities for expanded or 
new program development. 

The program goal of providing dental 
care for the chronically ill and disabled 
should be clearly stated in the plan. On 
the basis of available knowledge gained 
from many community studies, it can 
be concluded that the dental needs of 
the chronically ill and disabled can be 
met by three organizational patterns. 
The first pattern will involve develop- 
ment of a dental department in inpatient 
facilities to meet the needs of patients 
already there or patients who will be 
admitted because of the availability of 
comprehensive dental services in the 
facility. The second pattern will involve 
the development of new or utilization of 
existing outpatient dental clinics with 
arrangements for transportation of the 
disabled patients at specific times for 
treatment. Modification in patient sched- 
uling and equipment may be necessary 
if an existing dental clinic is used. 
Additional training for the staff dentist 
may also be necessary. The third pattern 
will involve the.development of dental 
services which can be brought to the 
bedfast patient in the smaller nursing 
homes or the patient’s own home. 
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The community hospital, the local 
health department, and the local welfare 
department could cooperate in develop- 
ing a dental service program for the 
homebound patients using portable den- 
tal equipment. Several engineer sam- 
ples of portable dental equipment are 
being field tested now in such programs. 
These portable units are equipped with 
a compressor which supplies air and 
suction, a compact motor and arm, 
storage space, instrument drawers, and 
various electrical outlets workable on 
ordinary house current. Plans are under 
way to add a lamp. With the necessary 
modifications, there is a good possibility 
of a truly portable dental unit being 
commercially available in the near 
future. 

The evaluation of the community re- 
sources should reveal where interests 
in the community are parallel with the 
interests of the dental society. An ex- 
change of information between this iden- 
tified community resource and the dental 
society committee will lead to the selec- 
tion of the segment of the total pro- 
gram which can be most readily im- 
plemented. 

The final phase of program planning 
is the continuous cultivation of commu- 
nity interest by the dental society com- 
mittee until the plan is translated into 
an ongoing program. 


Summary 


Special population groups having dis- 
ability as the common denominator have 
been defined. Resources and facilities 
presently available in most communities 
have been mentioned. Examples of seg- 
ments of a total program have been 
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cited. A plan to coordinate these seg- 
ments into a coordinated community 
dental care program has been suggested. 
Dental care programs for these people 
will become a reality when dentists are 
convinced of their responsibility to par- 
ticipate in existing programs and in 
planning for future programs. 
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This is a reexamination of findings reported in 1957 that pregnancy loss 


in HIP, a prepaid group practice medical care plan, was lower than 
in the general population of New York City. The study seeks to 


account for the lower prematurity and perinatal mortality rates 


MEDICAL CARE PLAN 


F.A.P.H.A.; and Louis Weiner, F.A.P.H.A. 


HIS PAPER extends information re- 
fae at the 1957 Annual Meeting 
of the American Public Health Associa- 
tion regarding pregnancy loss in HIP 
as compared with the loss in New York 
City.!. In the earlier study, it was 
found that women in HIP, a prepaid 
group practice comprehensive medica! 
care plan, had a more favorable preg- 
nancy experience in 1955 than women 
in the general population of New York 
City.* A higher proportion of the women 
in HIP began their prenatal care in the 
first trimester, and both the prematurity 
and perinatal mortality rates were lower 


1. The current study was supported in part 
by a grant from the U. S. Public Health Serv- 
ice (RG-5613). 


2. Shapiro, Sam; Weiner, Louis; and Den- 
sen, Paul M. Comparison of Prematurity and 
Perinatal Mortality in a General Population 
and in the Population of a Prepaid Group 
Practice, Medical Care Plan. 
2:170-187 (Feb), 1958. 


A.J.P.H. 48, 
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in HIP. It is indicated that further studies are needed. 


FURTHER OBSERVATIONS ON PREMATURITY AND 
PERINATAL MORTALITY IN A GENERAL 
POPULATION AND IN THE POPULATION 
OF A PREPAID GROUP PRACTICE 


Sam Shapiro, F.A.P.H.A.; Harold Jacobziner, M.D., F.A.P.H.A.; Paul M. Densen, D.Sc., 


in HIP than in New York City. These 
relationships held for both the white 
and nonwhite groups and they persisted 
after taking into account age and parity 
differences between pregnant women in 
HIP and in the city as a whole. 

The picture changed in a number of 
important respects when the NYC group 
was restricted to women delivered in 
the hospital by private physicians. Dif- 
ferentials between HIP and NYC in 
the stage at which prenatal care was 
begun and in prematurity rates be- 
came marginal and the gap between 
perinatal mortality rates was reduced. 
However, HIP still had a markedly 
lower perinatal rate than New York City 
patients of private physicians. This find- 
ing was repeated in both the white and 
nonwhite groups and could not be ex- 
plained by the other variables available 
at the time. The study ended with the 
following question, “Are the HIP-NYC 
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differentials in pregnancy loss attributa- 
ble to population characteristics not yet 
identified or are they due to the varia- 
tion in the medical care settings of the 
two populations?” Of equal importance 
was the need for additional years of 
data to provide a reliable basis for 
judging the size of the HIP-NYC dif- 
ferentials. 

The current study presents prema- 
turity and perinatal mortality rates for 
two other years (1956 and 1957), which 
when added to the 1955 data, give a 
firm set of rates for comparative pur- 
poses. The three-year figures for New 
York City are confined to patients of 
private physicians in the hospital since 
the questions raised by the previous 
study centered around this group. 

Also examined are two factors that 
have been advanced as possible expla- 
nations for the lower rates in Health 
Insurance Plan: (a) socioeconomic dif- 
ferences (as reflected by “occupation 
of father” on the live birth and fetal 
death certificates), and (b) the greater 
availability of diplomates in obstetrics- 
gynecology in HIP than in the city 
generally. The findings on these issues 
can only be considered tentative, how- 
ever, since they are based on one year’s 
experience (1955) and are subject to 
large sampling errors.* 


Medical Care 


Interest in HIP-NYC comparisons of 
pregnancy loss rates arises from the 
markedly different medical care settings 
in which the two populations are situ- 
ated. In return for a premium which 
pays the entire cost, HIP enrollees are 
entitled to receive comprehensive medi- 
cal care from physicians associated with 
32 medical groups distributed through- 
out New York City, Nassau, and Colum- 
bia Counties. All enrollees carry hos- 
pital insurance. 


3. See Appendix for a description of the 
methodology. 
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Coverage for medical services on a 
prepaid basis is not as comprehensive 
in the general population of New York 
City. However, a large majority are 
covered by insurance for inhospital care. 
Many are also insured for obstetrical 
care which is usually received from 
private physicians in solo practice, with 
payments on a fee-for-service basis. 


Use of Private Physicians 


Besides differing in comprehensive- 
ness of insurance coverage and organi- 
zation and payment of medical care, 
the HIP and NYC medical settings differ 
in the extent to which specialists in 
obstetrics-gynecology are used. In 1955, 
72 per cent of the deliveries in HIP 
were taken care of by obstetricians- 
gynecologists who were diplomates, the 
remaining 28 per cent by specialists 
in obstetrics approved by the Medical 
Control Board of HIP as having com- 
parable training and experience. In 
the city as a whole, 24 per cent of 
the deliveries were by diplomates, 
another 15 per cent by physicians with 
appointments in  obstetrics-gynecology 
hospital departments; and 22 per cent 
by. other private physicians, the great 
majority of whom were general prac- 
titioners. Practically all of the remain- 
ing 39 per cent were general service 
(ward) deliveries.* 

The only ethnic group in the city 
as a whole to use diplomates to any 
extent was the white population. How- 
ever, even in this group, only about a 
third of the women used diplomates. 
In the nonwhite and Puerto Rican 
groups, the proportions of deliveries 
taken care of by diplomates were ex- 
tremely low (less than 5 per cent). 
Actually, in New York City as a whole, 
very small segments of these ethnic 
groups received their care from any 
private physicians, diplomates, or non- 


4. About one in 25 of these cases were 
deliveries at home or in an ambulance. 
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Figure 1—Per cent of Single Live Births that Had Private Physician in Attendance 
by Level of Father’s Occupation and Ethnic Group, New York City, 1955 


100 
WHITE 
(EA CLVOING PUERTO 
8 


PERCENT OF DELIVERIES BY PRIVATE PHYSICIAN 


TOTAL HIGH 


NON-WHITE 


ToTat | HIGH 


PUERTO RICAN 


OCCUPATION LEVEL": 


Nott: The complements of the percentages shown refer to deliveries in general service (ward), 
at home or in an ambulance; 96 per cent of these cases are general service. 
(1) “High” refers to “Professional, Managerial, Technical”; “low” refers to “Laborers and 


other.” 


diplomates. Furthermore, this situation 
existed in both high and low socioeco- 
nomic classes (Figure 1). In fact, the 


professional and managerial group 
among nonwhites and Puerto Ricans 
used private physicians less extensively 
than the lowest occupational class among 
the whites. 

From the standpoint of the current 
investigation, the question that arises is 
whether the small subgroups among the 
nonwhites and Puerto Ricans that do 
have private physicians are represen- 
tative of their socioethnic class or 
whether they are selected in some way 
that makes them unusually good or bad 
risks with regard to pregnancy outcome. 


In addition to their relevance to HIP- 
NYC comparisons, the above findings 
are highly provocative from a broad, 
community-wide viewpoint. Does the 
fact that all groupings among the non- 
whites and Puerto Ricans are heavily 
dependent on general service (ward) 
facilities reflect a real or psychological 
barrier in obtaining obstetrical care 
from private physicians? Are there 
cultural and social patterns as well as 
value judgments regarding the need for 
private care which explain the situation? 

These are questions that fall outside 
the scope of this report but they would 
be important for future investigations 
of the prematurity problem in the city. 
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Population Characteristics 


Any comparisons between HIP and 
NYC in their pregnancy experience must 
take into account major differences in 
the age, parity, and ethnic compositions 
of the two populations. New York City 
pregnant women have higher propor- 
tions under 20 and 20-24 years of age 
than the HIP women. There are pro- 
portionately more primiparous women 
in the New York City group and much 
larger proportions that are nonwhite 
and Puerto Rican than in HIP. All 
of these differences are greatly reduced 
(and in some instances reversed) when 
comparisons are restricted to New York 
City women under the care of private 
physicians, the group of primary con- 
cern in this report. 

The preceding was known and taken 
into account in the earlier study. This 
information is now extended by the 
addition of a measure of socioeconomic 
status—“occupation of father.” From 
the occupation data, there appear to be 
some differences between HIP and NYC 
white groups in their socioeconomic 
composition. HIP has a lower propor- 
tion in the “clerical, sales” class and a 
higher proportion in the “craftsmen, 


(Adjusted) 1955-1957 


Table 1—Prematurity Rates by Ethnic Group, New York City, and HIP 


Single Live Births Attended by Private Physician in Hospital 
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operatives, service” group. There are 
even larger differences between HIP and 
NYC in the nonwhite-and Puerto Rican 
ethnic groups, with HIP having greater 
proportions in the high socioeconomic 
classes (Appendix Table A). However, 
when the data for New York City are 
restricted to patients of private physi- 
cians, HIP loses its more favorable posi- 
tion wherever it had one. It is clear, 
that to the extent “occupation of father” 
reflects socioeconomic class, HIP births 
in 1955 were not weighted more heavily 
with cases from high socioeconomic 
groups than were births to private 
patients in New York City. In fact, 
there is a possibility that the reverse 
is true for the nonwhites and Puerto 
Ricans. 


Prematurity Rates 


Data for the three years, 1955-1957, 
indicate that HIP has a lower prema- 
turity rate than the New York City 
group of births under the care of 
private physicians (Table 1). The mar- 
gin is small but statistically significant. 
The previous study showed a very simi- 
lar differential, but the fact that only 
one year was under observation, made 


Prematurity Rate per 100 Live Births! 


New York 


Ethnic Group City? 


Standard 
HIP Error of 
Adjusted? Difference 


Total (Excluding Puerto 


Rican) 6.2 
White 6.0 
Nonwhite 10.8 


5.7 0.23 0.04 
5.5 0.24 0.06 


8.8 0.74 <0.01 


1. Prematurity rate is defined as the number of live births 2,500 gm or less per 100 live births. 


2. New York City rates are observed rates for deliveries of women of all ages excluding those 


under 20 and age not stated. 


HIP rates are adjusted to age of mother and ethnic distribution of New York City deliveries 
(excluding deliveries to women under 20 and age not stated). 
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Table 2—Prematurity Rates by Occupation of Father and Ethnic Group, New York 
City (Private Physician and General Service) and HIP, 1955 


Single Live Births 


Live Births 2,500 gm or less per 100 Live Births! 


New York City 


Private Physician 


Laborers and Other 6.8 5.6 


Nonwhite 


Total 13.4 10.1 
Prof., Mgr., Tech. 10.7 11.7 
Clerical, Sales 13.4 12.0 
Crafts., Oper., Serv. 12.1 94 
Laborers and Other 15.6 7.1 


in Hospital General 
Occupation and Diplomate Service? 
Ethnic Group Total Total in Ob.-Gyn. Other and Other HIP 
White (Excluding Puerto 
Rican 
Total 6.9 6.6 7.5 5.9 8.6 6.0 
Prof., Mer., Tech. 6.4 6.5 6.4 6.5 5.7 6.1 
Clerical, Sales 7.0 6.7 7.1 64 9.5 6.2 
Crafts., Oper., Serv. 7.1 6.7 8.9 5.6 9.0 5.9 


14.0 8.4 13.9 94 
13.0 10.8 10.1 9.1 
= 9.7 13.7 11.7 
15.8 6.9 12.5 93 
9.1 15.9 4.9 


* Not computed—less than 20 births in denominator. 


primarily deliveries at home or in an ambulance. 


it uncertain whether HIP’s lower rate 
was “real” or could have arisen by 
chance. The three-year experience pro- 
vides stronger evidence of a difference 
between HIP and NYC (private physi- 
cian cases) in their prematurity rates. 

In view of the persistence of an HIP- 
NYC difference in prematurity rates 
over the three-year interval, it is inter- 
esting that the 1955 occupation data 
show lower rates for HIP than for NYC 
patients of private physicians at almost 
all occupation levels (Table 2). Many 
of the differences are, of course, very 
small and individually not statistically 
significant. But, there is a suggestion 
in this consistency that “occupation of 
father” is not an important variable 
in explaining the small prematurity rate 
differential between HIP and NYC that 


may exist. This is about as far as one 


1. Rates are for births to women 20 years of age or older. 
2. General service (ward) cases represent about 96 per cent of the births in this category. 


The remainder are 


can go, given the very limited size 
sample in the current investigation. 
There are other reasons for being 
cautious about the use of a broad classi- 
fication of occupation data for the HIP- 
NYC comparison. It will be noted that 
in the white groups in NYC and HIP, 
there is no gradient in favor of lower 
prematurity rates for the highest socio- 
economic group, “professional, manage- 
rial, technical.” This is contrary to the 
findings of other investigators.® It may, 
however, be an accurate reflection of the 
situation in NYC and HIP, but until 


5. Rider, Rowland V., et al. Associations 
Between Premature Birth and Socioeconomic 
Status. A.J.P.H. 45, 8:1022-1028 (Aug.), 
1955; unpublished tables, New York State De- 
partment of Health. The former study was 
based on census tracts ranked according to 
median rental, a correlate of occupation class. 
The latter utilizes the 1-digit occupation code 
as a socioeconomic index. 
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a more extensive series of data be- 
comes available, the reliability of the 
rates by occupation of father will be 
in doubt. Another point to bear in 
mind, of course, is that occupation 
grouped into very broad classes may 
not be a particularly sensitive measure 
of socioeconomic status in studying pre- 
maturity rates in New York City. 

One other interesting observation that 
can be made from Table 2, concerns 
the prematurity rates for births to pa- 
tients of New York City diplomates. 
In both the white and nonwhite groups, 
this category had an appreciably higher 
rate than did the group under care of 
“other” private physicians. A possible 
explanation is that diplomates tend to 
get poorer risk cases than other physi- 
cians, either through referrals by non- 
specialists or by self-selection on the 
part of patients based on prior preg- 
nancy experience. This type of bias 
does not exist in the HIP figures since 
no distinction is made between diplo- 
mate and nondiplomate cases in view 
of the group practice setting in HIP 
(discussed further in the Appendix). 
Accordingly, to the extent that the com- 
paratively high prematurity rate among 
diplomate cases in New York City may 
be affected by adverse selection of pa- 
tients, comparison between NYC “diplo- 
mates” and HIP may be subject to 
bias. This holds for both prematurity 
and perinatal mortality rates. 

With regard to the HIP group another 
type of bias has to be considered. Some 
women in HIP use obstetricians not 
associated with the plan and the possi- 
bility that this selectivity is correlated 
with conditions that may affect the 
pregnancy outcome cannot be ignored. 
However, as reported previously,® this 
question has been examined on the 
basis of a small sample with the finding 
that the use of obstetricians not in HIP 
does not appear to introduce an im- 


6. See Shapiro, et al., op. cit. 
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portant bias. Another point at issue is 
whether the subscribers in HIP differ 
substantially in their health status from 
those eligible to enroll but who do not. 
This, of course, might operate in either 
direction, i.e., adverse or favorable selec- 
tion. No information is available on 
this question, although the enrollment 
requirements in HIP suggest that the 
problem may not be a significant one.” 


Perinatal Mortality 


Perinatal mortality is the one meas- 
ure for 1955 which showed a statistically 
significant difference between NYC and 
HIP whether the comparison involved 
all patients or only patients of private 
physicians. Data for the three-year 
period combined, 1955-1957, confirm 
the earlier finding. As shown in Table 
3, HIP has an appreciably lower peri- 
natal mortality in both the white and 
nonwhite categories. The HIP-NYC dif- 
ferential for the three years combined, 
reflects far lower rates in HIP in two 
of these years; in the third year, there 
was virtually no difference.* The rates 
for each year, adjusted for age of 
mother and ethnic group differences, 
follow: 


New York City 
(Private Physicians) HIP 


1955 27.9 20.4 
1956 27.3 26.8 
1957 28.6 22.0 


7. Enrollment in HIP is limited primarily to 
persons in an employment group. The usual 
requirement for a group to enter HIP is that 
at least 75 per cent of the eligibles enroll. 
It is not known to what extent this percentage 
changes over the years, through people leaving 
the group or otherwise dropping their enroll- 
ment. 

8. The comparatively small difference in 
1956 is due to HIP having a much higher rate 
in this year than in the other two years. 
Careful check of all HIP perinatal deaths 
indicates that the rate for the year is accurate. 
Sampling variability might be part of the ex- 
planation. If the three-year average rate of 
23.1 is assumed to be the “true” population 
value for HIP, then a rate of 26.8 (1956) or 
larger might be expected by chance in more 
than one out of 20 yearly samples (P =0.07). 
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HIP (Adjusted) 1955-1957 


Table 3—Perinatal Mortality Rates by Ethnic Group, New York City and 


Single Births Attended by Private Physician in Hospital 


Perinatal Mortality Rate per 1,000 
Live Births and Fetal Deaths! 


New York 


Ethnic Group City? 


Standard 
HIP Error of 
(Adjusted)? Difference p3 


Total (Excluding Puerto 
Rican) 


White 
Nonwhite 


27.9 
27.3 
43.8 


23.1 1.2 
1.3 
5.0 


<0.01 
<0.01 
0.05 


1. Perinatal mortality rate is defined as infant deaths under seven days plus fetal deaths, 20 weeks 
gestation or more per 1,000 live births plus fetal deaths. 


2. New York City rates are observed rates for deliveries of women of all ages excluding those 


under 20 and age not stated. 


HIP rates are adjusted to age of mother and ethnic distribution of New York City deliveries 


(excluding deliveries to women under 20 and age not stated). 
3. “P” represents the probability that NYC-HIP difference is due to chance factors. 


Two other factors have been examined 
on the basis of the three-year experi- 
ence: 


(a) Components of the Perinatal Mortality 
Rate 

Both the infant mortality rate (under seven 
days) and fetal loss ratio (20 weeks gestation 
or more) are lower in HIP than in New York 
City (Figure 2). The margin between the 
NYC and HIP rates is about the same in each 
of the components of pregnancy loss. 


(b) Effects of Birth Weight Differentials 

This issue has been studied for the white 
births only, because of the small number of 
cases in the nonwhite groups. The three-year 
experience strongly suggests that the more 
favorable infant death rate (under seven days) 
in HIP was a resultant of a slightly lower 
prematurity rate and a moderately lower mor- 
tality rate among the prematurely born. There 
was no HIP-NYC difference in mortality 
among infants weighing over 2,500 grams at 
birth. The three-year rates (per 1,000 births 
in specified weight group) for white single 
births attended by private physicians in the 
hospital are: 


New York 
City HIP_ 
2,000 gm or less 366.8 317. 
2,001-2,500 gm 32.8 28.1 
over 2,500 gm 3.8 3.8 


1310 


It is not possible, of course, to con- 
solidate the results of the three-year 
study with the additional variables in- 
vestigated for 1955 alone. However, 
the three-year experience is important 
from two standpoints in dealing with 
the 1955 data. It adds confidence in 
accepting the earlier finding that HIP 
has a lower perinatal mortality rate than 
New York City (private physician) and 
it suggests that the margin is very likely 
smaller than shown by the 1955 rates. 
The latter makes it necessary to view 
the results of the current study with 
regard to occupation and diplomate de- 
liveries as highly tentative. 

Bearing in mind the limitations of 
the data (i.e., small numbers of cases 
and the possibility of adverse risks 
coming under the care of diplomates) 
it is of interest to find that HIP’s peri- 
natal mortality rate in 1955 was lower 
than the corresponding rate for either 
category of private physicians in New 
York City (“diplomates” and “other” ) 
(Table 4.) 

Turning to the occupation of father 
data for white deliveries in Table 4, 
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it will be noted that in each occupation 
class, HIP’s perinatal mortality rate is 
lower than the rate for New York City 
deliveries by private physicians in hos- 
pital.? Each pair of rates is subject 
to sizable sampling errors, but the con- 
sistency in the direction of the differ- 
ences gives the impression that socio- 
economic differentials (as reflected by 
occupation of father) do not explain 
the lower perinatal mortality rate in 
HIP. 

Quite apart from HIP-NYC compari- 
sons, the data provide interesting evi- 
dence on the nature of differentials 
long known to exist among major sub- 
divisions of the total city population. 

(a) White deliveries had a far lower 
perinatal mortality rate than nonwhites, 
within each specific category of physi- 
cian used, and within each occupation 
class. 

(b) General service deliveries had a 
far poorer mortality experience than 
private physician cases in the hospital, 
in both the white and nonwhite groups. 
Among white deliveries’® mortality was 
considerably higher for general service 
cases than for those under care of pri- 
vate doctors, in each occupation cate- 
gory. This raises the interesting ques- 
tion whether the greater mortality in 
general service is principally due to 
factors associated with the type of care 
or the setting in which it is received, 
or whether the poorer risk women 
within each occupation class tend to 
turn to general service. 

(c) Deliveries taken care of by diplo- 
mates (in the white population) had 
a somewhat lower perinatal mortality 
rate than deliveries by “other” private 
physicians. The difference is not statis- 


9. Data for New York City private physician 
deliveries in hospital are shown only for the 
white group; frequencies for the nonwhite 
being extremely small. 

10. Data for nonwhite deliveries are based 
on too few cases to consider this type of re- 
lationship. 
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tically significant but its direction is 
surprising in view of the appreciably 
higher prematurity rate in the diplomate 
group. Examination of the two com- 
ponents of the perinatal mortality rate 
below, shows that the death rate in 
early infancy was, in fact, higher among 
births to women delivered by diplo- 


Figure 2—Mortality Rates in Early In- 
fancy and Fetal Death Ratios New 
York City and HIP, 1955-1957 


(Single Deliveries by Private Physicians) 


INFANT DEATHS 
UNDER 7 Days 
PER 1,000 LIVE BIRTHS 


FETAL DEATHS 
(20 WEEKS GESTATION OR 
MORE) PER 1,000 LIVE SinT 


16.7 


RATE PER 1,000 LIVE BIRTHS 


Note: Rates are for white (excluding Puerto 
Rican) and nonwhite single births 
combined. 

New York City rates are observed 
rates for deliveries of women of all 
ages excluding those under 20 and 
age not stated. 

HIP rates are adjusted to age of 
mother and ethnic distribution of 
New York City deliveries (excluding 
deliveries to women under 20 and 
age not stated). 
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mates.‘' This was more than compen- 


sated for by a far lower fetal death 
ratio in the group under the care of 
diplomates than among the cases of 
“other” private physicians. 
White Single Births 
in New York City 


Private 
Diplomates Physicians 


Deaths uncer 7 days 

per 1,000 live births* 13.3 10.8 
Fetal deaths (20 weeks 

or more gestation) 


per 1,000 live births* 12.6 17.8 


* Rates are for deliveries among women 20 years of 
age or older. 


(d) Differences in perinatal mortality 
among subgroups in New York City 
are greater than differentials between 
HIP and NYC private physician cases 
as seen from the three-year data (1955- 
1957) for single deliveries in Figure 3. 

Before closing this section, one point 
regarding the rates for the various 
occupation groups requires further dis- 
cussion. On examining the perinatal 
mortality rates among white deliveries 
in New York City (the group with 
the largest number of observations in 
the study), no consistent gradient from 
low to high is found in progressing 
from the occupation class representing 
the highest socioeconomic group to the 
next class, and so forth. Actually, the 
only class that stands out as having 
an appreciably different mortality ex- 
perience from the others is the “laborer 
and other” category, where the rate is 
comparatively high. The failure of a 
consistent gradient to appear may be 
due to the small number of cases in 
the sample studied or to a deficiency in 


11. The higher rate for the diplomate group 
is almost entirely due to the greater pre- 


maturity rate discussed previously. When the 
death rate (under seven days) is adjusted to 
eliminate differences in birth weight, the 
mortality rates for the two groups of private 
doctors become very similar (11.6—diplomates 
and 11.1—“ether” private physicians). 
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occupational data when used to classify 
the population into socioeconomic 
groups. It may on the other hand, 
reflect a “true” situation. The latter is 
an extremely interesting possibility, 
worthy of further investigation. 


Summary and Conclusion 


The current study reexamines the 
finding reported earlier that pregnancy 
loss in HIP, a prepaid group practice 
comprehensive medical care plan, was 
lower than in New York City’s general 
population under the care of private 
physicians. Prematurity and perinatal 
mortality rates are compared for the 
three-year period 1955-1957. The study 
also explores the possibility that socio- 
economic differentials and greater avail- 
ability of diplomates in obstetrics and 
gynecology in HIP account for the more 
favorable experience in HIP. The major 
findings are: 


(a) The three-year experience 1955-1957 
shows that there is a small but significantly 
lower prematurity rate in HIP than in the 
total New York City population delivered by 
private physicians in hospitals. The rates per 
100 single live births, adjusted for differences 
in age of mother and ethnic composition are, 
HIP—-5.7; NYC (private patients)—6.2. 

The differential between HIP and NYC in 
perinatal mortality, as observed in this period, 
is also statistically significant with HIP hav- 
ing a distinctly lower rate. The adjusted rates 
per 1,000 single live births and fetal deaths 
(20 weeks or more gestation) are, HIP—23.1; 
NYC (private patients)—27.9. 

(b) Data for the single year, 1955, show 
that HIP does not have a more favorable 
occupation distribution than the New York 
City population under care of private physi- 
cians in the hospital. Furthermore, within 
virtually all broad occupation classes, HIP 
had lower prematurity and perinatal mortality 
rates than did New York City patients of 
private physicians. 

To the extent that “occupation of father” 
reflects socioeconomic status, the exploratory 
study suggests that HIP’s lower rates are not 
a consequence of this factor. This finding 
must be viewed as suggestive and not conclu- 
sive because the rates are based on small 
frequencies and there is some question about 
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the meaning of broad occupation classes as a 
measure of socioeconomic level in New York 
City. 

(c) In 1955, the perinatal mortality rate for 
New York City diplomates was somewhat 
lower than for “other” private physicians in 
the city, but it was higher than for HIP. 
These observations are also only suggestive 
because of the small number of cases available 
for the single year. Another problem in in- 
terpreting data regarding diplomates in New 
York City is the possibility that they tend to 
get poorer risk cases than other private 
physicians. 


The study also presented an unusual 
opportunity to examine a number of 
important issues related to prenatal care, 
prematurity, and perinatal mortality in 
the city as a whole, without regard 
to HIP-NYC comparisons. Significant 
findings follow: 


Table 4—Perinatal Mortality Rates by Occupation of Father and Ethnic Group, New 
York City (Private Physician and General Service), and HIP, 1955 
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(a) Socioeconomic level as judged by occu- 
pation of father and ethnic group exercise 
strong influences on the proportions of women 
who receive their obstetrical care from private 
physicians in the city. Even in the highest 
occupation classes among nonwhite and Puerto 
Rican women, only small proportions use 
private doctors. 

(b) Major differences in prematurity and 
perinatal mortality rates exist between general 
service and private physician cases, in both 
the white and nonwhite groups. These differ- 
entials are not explained by variations in 
occupation class composition. 


It is clear from the current study 
that any further inquiries into the rea- 
sons for the difference in perinatal 
mortality between HIP and NYC private 
physician cases would have to be based 
on more extensive and other types 
of data than have been available. If 


Single Births and Fetal Deaths 


Rate per 1,000 Live Births and Fetal Deaths! 


New York City 


Private Physician 


in Hospital General 


Occupation Total Total 


Diplomate Service® 
in Ob.-Gyn. Other and Other HIP 


White (Excluding Puerto 


Rican) 

Total 29.6 27.1 
Prof., Mgr., Tech. 28.3 27.6 
Clerical, Sales: 25.3 24.2 
Crafts., Oper., Serv. 29.5 26.9 
Laborers, Other 41.9 34.0 


Nonwhite 


Total 59.8 49.3 
Prof., Megr., Tech. 53.9 43.98 
Clerical, Sales 40.2 50.08 
Crafts., Oper., Serv. 45.0 31.9 
Laborers 136.53 


25.5 28.1 43.2 20.1 
26.9 28.2 40.0 14.1 
20.9 26.8 34.6 9.32 
25.3 27.7 40.6 24.8 
34.4 33.7 54.2 25.23 


48.6 49.6 61.2 28.1 
60.5 
4 4 37.8 4 
46.9 
84.7 


under 20 years of age. 


1. Perinatal mortality rate is defined as infant deaths under seven days plus fetal deaths, 20 weeks gestation or 
more per 1,000 live births plus fetal deaths (20 weeks gestation or more). Rates exclude deliveries among women 


2. Based on only five perinatal deaths and subject to large sampling variability (coefficient of variation close to 


5O per cent). 


3. Based on small number of perinatal deaths; coefficient of variation is about a third. 
4. Not shown; majority of rates in these columns based on very small numbers of perinatal deaths. 
5. General service (ward) cases represent about 96 per cent of the births in this category. The remainder are 


primarily deliveries at home or in an ambulance. 
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Figure 3—Perinatal Mortality Rates by Ethnic Group New York City and HIP, 


1955-1957 


(Single Deliveries) 


WHITE 


PER 1,000 LIVE BIRTHS PLUS FETAL DEATHS (20 WEEKS OR MORE) 
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NEW YORK CITY"! 
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(1) New York City rates are observed rates for deliveries of women of all ages excluding those 


under 20 and age not stated. 


HIP rates are adjusted to age of mother and ethnic distribution of New York City deliveries 
(excluding deliveries to women under 20 and age not stated). 

(2) General service (ward cases) represent about 96 per cent of the births in this category. The 
remainder are primarily deliveries at home or in an ambulance. 


“occupation of father” is to be used 
again as a measure of socioeconomic 
status, its meaning in this regard will 
have to be investigated. “Diplomate” 
deliveries are suspected as being biased 
toward poorer risk cases and will always 
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present special difficulties in interpre- 
tation. 

While the main purpose of the study 
was the HIP-NYC comparison, a num- 
ber of the findings suggest that a fresh 
look at differentials in pregnancy loss 
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among other subgroups in New York 
City would be in order. Chief among 
these findings is the observation that 
occupation class differentials do not ex- 
plain the very large gaps in perinatal 
mortality among ethnic subgroups and 
between private physician and general 
service (ward) cases. In searching for 
other explanations of the differentials 
that now exist, information on vital rec- 
ords will continue to play a prominent 
role. However, perhaps more important 
than this source will be investigations 
that clarify cultural and attitudinal at- 
tributes of population subgroups, and 
their influence on health practices prior 
to and during pregnancy. Also, a great 
deal more needs to be known about the 
management of obstetrical care among 


and HIP, 1955 


Appendix Table A—Percentage Distribution of Single Live Births by Occupation of 
Father and Ethnic Group, New York City (Private Physician and General Service) 


MEDICAL CARE 


the patients of private physicians and 
the general service cases. 

Thus far, the search for explanations 
for the differentials in perinatal mor- 
tality has concentrated on obstetrical 
care. The reason for this is obvious. 
However, the influence of pediatric serv- 
ices on mortality in early infancy would 
be an important factor to explore in 
future investigations. 


APPENDIX 


The methodology in the current study 
was very similar to the one carried out 
in the earlier investigation.* 

Briefly, data for 1955-1957 rates were 
obtained from the live birth, death, 


* See Shapiro, et al., op. cit. 


New York City 


Private Physician 
in Hospital General 


Occupation and 


Diplomate Service! 
in Ob.-Gyn. Other and Other HIP 


Nonwhite 2,614 289 


Pa Ethnic Group Total Total 
White (Excluding 

ih Puerto Rican) 10,323 8,572 
1 Per cent 100.0 100.0 
‘A Prof., Mgr., Tech. 26.7 30.2 
| Clerical, Sales 19.0 20.3 
I Crafts., Oper., Serv. 43.5 42.1 
: Laborers and Other 7.4 


Per cent 100.0 100.0 
Prof., Mer., Tech. 5.9 21.1 
Clerical, Sales 11.6 17.6 
Crafts., Oper., Serv. 45.1 49.1 


12.1 


Puerto Rican 88 
Per cent 100.0 100.0 


Laborers and Other 


Prof., Mgr., Tech. 2.6 11.4 
Clerical, Sales 6.0 18.2 
Crafts., Oper., Serv. 69.6 62.5 


Laborers and Other 21.8 8.0 


3,476 5,096 1,751 4,760 
100.0 100.0 100.0 100.0 
38.1 24.7 98 28.2 
21.8 19.3 12.4 11.4 
34.0 47.6 50.8 52.8 
6.1 8.4 27.1 


88 201 2,325 561 
100.0 100.0 100.0 100.0 
27.3 18.4 4.0 13.7 
21.6 15.9 10.8 18.5 
43.2 51.7 44.6 60.2 


13.9 40.6 


70 1,717 
100.0 100.0 100.0 100.0 


10.0 2.2 3.8 
18.6 5.4 10.1 
Bg 64.3 69.9 81.0 
7.1 22.5 


* Not computed—less than 20 births in denominator. 


primarily deliveries at home or in an ambulance. 
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Nore: Frequencies shown are a 10 per cent sample of births in New York City. 


1. General service (ward) cases represent about 96 per cent of the births in this category. The remainder are 
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and HIP 


Appendix Table B—Number of Live Births, Infant Deaths Under Seven 
Days and Fetal Deaths (20 Weeks Gestation or More) New York City 


1955-1957 Single Births 


Total 


Private Physician in Hospital 


Ethnic Group New York City 


HIP New York City HIP 


Live Births 


Total 446,410 
White 305,470 
Nonwhite 84,040 
Puerto Rican 56,900 


Infant Deaths 
(Under 7 Days) 


Total 7,096 
White 3,925 
Nonwhite 2,059 


Puerto Rican 


Fetal Deaths (20 Weeks 
Gestation or More) 


Total 9,950 
White 5,665 
Nonwhite 2.815 
Puerto Rican 1,470 


17,203 269,860 17,044 
14,983 256,740 14,906 
1,892 9,910 1,838 
328 3,210 300 


180 3,170 175 
151 2,941 147 
26 186 25 


257 4,490 247 
209 4,185 202 
43 255 40 
5 50 5 


New York City 
Infant deaths (under 7 


HIP—All 100 per cent. 


and fetal death records on file in the 
New York City Health Department. In- 
cluded in the tabulations were all the 
deliveries in the HIP population at- 
tended by HIP doctors during the study 
years and a systematic random sample 
of all the deliveries in New York City. 
The sample for New York City con- 
sisted of 10 per cent of the live births, 
20 per cent of the fetal deaths, and 100 
per cent of the infant deaths under 
seven days. Excluded from all tabula- 
tions were deliveries to nonresidents in 
the city (Appendix Table B). 

For the 1955 deliveries, information 
regarding occupation of child’s father, 
and professional standing of the physi- 
cian was obtained as follows: 

1. For New York City—Individual vital 
records corresponding to the live births and 
fetal deaths in the study and on file in the 
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Note: Sample sizes on which data are based follow: 

Live births—10 per cent. 

éays)—100 per cent. 

Fetal deaths (20 weeks gestation or more)—-20 per cent. 


five county offices of the City Health Depart- 
ment were reviewed. Occupation of child's 
father was determined for each case; also, 
name and address of attending physician for 
deliveries taken care of by private physicians 
in the hospital. 

2. For HIP—Through a similar procedure, 
occupation of child’s father was identified for 
each live birth and fetal death in HIP. Physi- 
cian in attendance at birth could be de- 
termined directly from records at HIP. 


“Professional standing of physician” 
for private physicians in the New York 
City sample was established by refer- 
ence to the 1955 New York State Medi- 
cal Directory and the Directory of Medi- 
cal Specialists. For about 15 per cent 
of the cases, it was necessary to contact 
the hospital to obtain more specific 
information regarding the admitting 
physician than could be found in the 
directory. The survey was highly suc- 
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cessful, with only a small number of 
cases remaining unresolved. 


For HIP deliveries, “professional 
standing of physician” was not consid- 
ered a useful classification and has not 
been used in the analysis. There is no 
meaningful way to distinguish between 
diplomates and other obstetricians-gyne- 
cologists, since under the medical group 
practice arrangement in HIP, a patient 
may be seen by all members of the 
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obstetrics department during the course 
of her pregnancy and the outcome, in 
many medical groups, is more appro- 
priately related to the total obstetrics 
department than to a particular obstetri- 
cian. The extent to which this situation 
holds in the general population is not 
known but the impression is that solo, 
fee-for-service practice is the prevailing 
pattern among diplomates in New York 
City. 


Mr. Shapiro was associate director, and Dr. Densen was director, Research and 
Statistics, Health Insurance Plan of Greater New York at the time of the study. 
Dr. Jacobziner is assistant commis.ioner, and Mr. Weiner is chief, Tabulating 
Division, Bureau of Records, City Health Department, New York, N. Y. 

This paper was presented before a Joint Session of the American Association 
for Vital Records and Public Health Statistics and the Maternal and Child 
Health and Statistics Sections of the American Public Health Association at 
the Eighty-Seventh Annual Meeting in Atlantic City, N. J., October 20, 1959. 


Series Published on Local Health Services 


The Wisconsin Anti-Tuberculosis Association has devoted the spring issues 
of its “Crusader” to local health departments and their services. 

The April issue describes the background and reasons for the study which the 
Public Health Committee, Wisconsin Legislative Council, plans to make. The 
council is quoted, for example, as saying that there has been “little significant 
change in the organization of public health services in the town, village and small 
city level in Wisconsin during the past 120 years.” The rest of the issue stresses 
public health nursing. 

The local health officer is the subject of the May issue. Material is based on 
a questionnaire sent by WATA to a sample of local health officers in the state. 
Physician and lay health officers report on their activities, define what they believe 
local needs and problems are, and debate the question of full-time versus part-time 
health officer. Only eight of the 1,728 health officers in Wisconsin are full-time. 
Less than a third are physicians, 465 are farmers, 187 are housewives, and the 
rest are distributed in a listing of primary occupations ranging from Artificial 
Inseminator to Yardman. 

The June issue, focused on local health departments, leads off with a compari- 
son drawn between Wisconsin and Michigan. Sixty-eight of the latter’s 83 counties 
are served by full-time departments. “The St. Clair County (Mich.) Health Depart- 
ment: A Success Story,” “Are County Health Departments the Answer?,” “What 
About Rural Areas?.” “Are ‘Nucleus’ Health Departments An Answer?,” and “What 
Should Be Our Goals?” are the topics of other articles in this issue. 

The series is an excellent example of how a voluntary health agency may 
educate the public to think about ways official health services might best be deliv- 
ered. A limited number of copies of each item in this series is available at no 


charge from WATA, 1700 W. Wells St., P. O. Box 424, Milwaukee 1, Wis. 
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More and more women are employed in American industry. 


It is high 


time that public health workers took a good look at the meaning of this 
phenomenon in terms of health. The three papers that are 
presented here deal with selected facets. The distribution 

of women workers in the American labor force is 

considered, then whether women have more illness 

than men, and finally the gynecological problems 

of the working woman and their effect on her. 


But this only scratches the surface! 


WOMEN IN INDUSTRY 


I. PATTERNS OF WOMEN'S WORK AND OCCUPATIONAL 


HEALTH AND SAFETY 


Evelyn S. Spiro 


woes workers are not only here 
to stay but are becoming an ever 
more important component of our total 


labor force. In support of this state- 
ment, I cite the historical rise in the 
proportion of all workers who are women 
—from one-sixth in 1890 to one-fourth 
just before World War II, and to a still 
higher proportion by 1959.1 Today, 
more than 2214 million workers, or one 
out of every three, are women. 

They comprise most of the entire 
group of nutritionists and dietitians; 
librarians; nurses, both professional and 
practical; stenographers, typists, secre- 
taries; and telephone operators. They 
also predominate in the following 
groups: teachers (except college); cash- 
iers; bookkeepers; office machine opera- 
tors; and operatives in textiles, apparel, 
and tobacco manufacturing. Combining 
these individual occupations into broader 
groups, we find that in most occupa- 
tional groups, women account for a 


larger proportion of the total in 1959 
than in 1940. They now make up over 
two-thirds of the clerical force, more 
than half of the service workers in 
business establishments, and almost all 
of the domestic workers. Their numeri- 
cal strength is relatively less in other 
groups: professional and sales workers 
(more than one-third each); operatives 
(over one-fourth); managers, proprie- 
tors, and officials (less than one-fifth) ; 
and least among the farm managers, 
craftsmen, and laborers. 


Distribution of Women by Occupation 
and Industry 


How are women workers distributed 
among the various occupations and in- 
dustries? Clerical workers in 1959 con- 
tinue to be the largest occupational 
group of women. They have more than 
doubled their number since 1940 and 
represent three out of every ten women 
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workers. Almost as many women were 
about equally divided in 1959 into two 
other groups: operatives—chiefly in fac- 
tories, and service workers—in hotels, 
restaurants, and other establishments. 
Over the past two decades, the service 
workers have sped ahead of the private 
household workers in number, reflecting 
the long-run decline in the importance 
of domestic work for employed women. 
Professional and _ technical workers 
formed the fourth largest group of 
women in the United States, and al- 
though growing, this group has not 
changed its relative significance repre- 
senting an eighth of all employed women. 
The rest (close to 30 per cent) are 
composed of domestic, sales, managerial, 
and farm workers, craftsmen, laborers. 

Take a somewhat closer look at the 
professionals. Although the professional 
and technical group—men and women 
combined—has been growing faster than 
any other occupational group, the pro- 
portion of women has declined between 
1940 and 1959, because the number 
of professional men has increased even 
faster! College training under the GI 
Bill of Rights has been largely respon- 
sible for enabling many men to train 
for professional positions. Another fac- 
tor has been the rapid growth of certain 
scientific and technical specialties, which 
have usually been filled by men. Teach- 
ing leads the professions for women, 
accounting for nearly one-half of all 
professional women. Nursing is the 
second most popular profession, en- 
gaging one-fourth of all women in pro- 
fessional occupations. In both these 
activities, many communities throughout 
the country face a shortage of qualified 
personnel. 

A notable feature of the current scene 
is the expanding variety of jobs held 
by women, some in fields that had been 
considered as traditionally male. They 
are employed in the health field as 
doctors and pharmacists, as well as 
medical technologists, x-ray technicians, 


SEPTEMBER, 1960 


WOMEN IN INDUSTRY 


physical and occupational therapists, or 
dietitians. 

More women with the appropriate 
training have been filling positions as 
accountants and auditors, lawyers, archi- 
tects, editors and reporters. In the 
scientific and related fields, women in 
increasing numbers have been entering 
engineering, mathematical and statisti- 
cal, chemical, biological, and other 
scientific occupations. 

Not only are women entering pro- 
fessional and so-called “unusual” jobs 
in increasing numbers, but they are also 
advancing to high-level positions with 
great success. They hold responsible 
administrative, advisory, and executive 
posts in the field of management, among 
business proprietors, in most professions, 
in the Armed Forces and the Foreign 
Service, in public office, and in all 
levels of government. 

They still have far to go, however, 
in obtaining representation at the upper 
levels of an occupation commensurate 
with their larger proportions in the 
lower staff positions. 

Before discussing the health and 
safety aspects of women’s employment, 
it may be additionally helpful to de- 
scribe their background in terms of 
their industrial distribution in the labor 
force. Three-fourths of the women em- 
ployed in 1958 were in the professional 
services, manufacturing, retail trade, and 
personal services industries, in decreas- 
ing order of importance. Women gained 
considerably in relation to total em- 
ployment expansion in the finance, in- 
surance, and real estate industry, where 
their proportion rose from one-third of 
the workers in 1940 to almost one-half 
in 1958. In the business services in- 
dustry, also, the proportion of women 
rose from one-tenth of all workers to 
one-fourth. 

In the manufacturing industries in 
1958, one-fourth of all employees were 
women, and they represented one-fifth 
of all women workers. The majority of 
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women factory workers in the nondur- 
able goods industries were concentrated 
in apparel, textiles, and food products 
manufacturing, although there were 
fewer women in textiles than was the 
case in 1950. The durable or hard 
goods manufacturing industries, which 
employed relatively few women before 
the war, have since been adding con- 
siderable numbers of women to their 
production lines. This expansion re- 
sulted largely both from the emergence 
of many new jobs because of economic 
and military needs and from improve- 
ments in industrial technology which 
tend to lighten the physical demands 
on the worker. The electrical machinery 
industry employs more women than any 
other branch of durable goods and 
includes firms manufacturing products 
like radio and television sets, telephones, 
electric lamps, electric measuring instru- 
ments, and household appliances.* 
While the majority of women in 
the population continue to be full-time 
homemakers, almost one-third of the 
married women work; many of these, 
and many single women as well, occupy 
dual roles as job holder and homemaker. 


Characteristics 


Personal factors, such as age, family 
responsibilities, husband’s income, and 
education, together with economic and 
social conditions have a bearing on the 
size as well as composition of the em- 
ployed group. 

Over one-third (36 per cent) of all 
women work. The rising trend in formal 
education (women workers 18 years and 
over now average 12 years of school- 
ing) will not only affect the occupa- 
tional choices of women and their op- 
portunities for job advancement, but 
the degree of exposure to work as well. 
College women are more likely to seek 
paid employment than those who have 
completed fewer years of schooling. 

The average (median) age of women 


workers has been increasing steadily 
since 1990 to a present level of just 
over 40 years. A contributing factor 
has been the widespread enactment of 
more stringent child labor and school 
attendance laws, which delayed the age 
at which young people could start to 
work. In addition, many mature women 
who took outside jobs during World 
War II have remained in the labor 
force and others have since joined them. 
The higher age trend should continue 
into the 1960's because the low birth 
rate of the depression decade serves to 
reduce the supply of young workers.* 

More than half of the women who 
work are married and live with their 
husbands. About one out of every ten 
working women has preschool children 
and one out of three has children under 
18 years of age. The typical woman 
is now marrying at a younger age 
(average of 20 years), having more 
children, and having them earlier, more 
closely spaced than before the war. 
Work patterns vary among different 
groups of women—those who remain 
single; married women with children; 
married women who remain childless; 
and those who are widowed, divorced, 
or separated. The normal work life 
cycle of the large group of married 
women with children is associated with 
an intermittent work pattern. Many 
work a few years before marriage, with- 
draw from the work force to rear their 
families, and reenter the labor force 
in their 30’s when their children are 
in school. They may work for another 
20 years or so and retire, generally at 
an earlier age than men. Many married 
women, as well as women students and 
others, take part-time jobs (less than 
35 hours a week) or work full time for 
only part of the year. Part-time jobs on 
a regular basis occupy almost a fourth 
of all nonfarm women workers. 

Among the outstanding changes over 
the past two decades, there has been a 
sharp increase in the percentage of 
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married women at work. Today, 30 
per cent of the married women are 
wage earners, but this labor force par- 
ticipation rate is, of course, still much 
lower than for other marital groups. 
However, since married women pre- 
dominate in the population, they make 
up more than half of the woman labor 
force. The rate is considerably higher for 
single women than for married in every 
age group over 20. The difference is 
most pronounced in the 25-34-year-age 
bracket, when married women are most 
likely to have young children and re- 
main at home to provide them with 
close care. After age 35, when many 
married women obtain paid employ- 
ment, the differences tend to decrease. 
Latest figures show that labor force 
participation rates are at their peak 
for married women among the 45-54- 
year-age group and for single women 
in the 25-34-year-age group. 

Labor force participation of married 
women also responds to the level of 
family income, with more working when 
their husband’s earnings are relatively 
low. 


IIIness—Absenteeism 


Now that we have x-rayed the woman 
worker, we may wish a glimpse at her 
attendance on the job. Information 
on absenteeism is still fragmentary and 
has been generally limited to studies 
of individual plants or industries over 
short periods of time. 

Women have been termed the weaker 
sex. That this is a moot question can 
be seen even in the mixed picture of 
sickness absenteeism. According to some 
studies, women appear to show a higher 
frequency of absences that are non- 
occupational in origin. This finding 
applies to longer periods of absence as 
well as to shorter periods. 

Some investigations have been di- 
rected to determine whether there are 
any! differences in degree of suscepti- 
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bility or patterns of incidence of injuries 
or illness for women workers compared 
to men. The age factor also has been 
analyzed for its effect on the incidence 
of sickness and accidents. A pioneering 
study made by the U. S. Department 
of Labor found that the absenteeism 
rates for both men and women remained 
fairly constant throughout the various 
age groups. Absences due to illness 
averaged 1.1 per cent for men and 2.4 
per cent for women.* 

Half a dozen years ago, a Public 
Health Service study reported that the 
rate of absence for illness (and non- 
industrial injuries) of more than a week 
was greater for women than for men. 
The differences were not as great in the 
digestive diseases and accident groups as 
in the respiratory and nonrespiratory 
nondigestive groups; e.g., neurasthenia, 
infectious and parasitic diseases, and 
genitourinary diseases. However, the 
absentee rates for men employees ex- 
ceeded those for women for tuberculosis, 
stomach diseases except cancer, hernia, 
and heart diseases. Absences exceeding 
half a year were recorded in 1952 for 
approximately eight of every 1,000 
women compared with seven of every 
1,000 men. The study found that the 
average duration of all absences of more 
than a week (that is, the number of 
days of disability per absence) was 
shorter by about a week for women.® 

An encouraging program to collect 
extensive health statistics by sex, em- 
ployment, and other groupings has been 
started by the Public Health Service 
with its National Health Survey, cover- 
ing disabilities of at least one day. This 
report shows that the number of days 
lost from work per year was about the 
same for men as for women. For 
women, it averaged seven and one-half 
days a year and remained about the 
same for the three broad age groups 
shown.® 

From the standpoint of family in- 
come, the highest rate (days lost from 
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work because of illness or injury) for 
both men and women occurred in the 
lowest income group; in other words, 
there was an inverse relationship with 
income. The study points out that the 
lower income groups are not necessarily 
greater risks, since low income might 
be the result rather than the cause of 
disability.® 

A nation-wide study made by the 
Research Council for Economic Security 
covered sickness absences of at least 
five consecutive weeks in cooperating 
establishments. This study (1953-1956) 
found that the frequency and duration 
rates of such prolonged illnesses in- 
creased by age for both men and 
women. In the overall, the frequency 
rate was four-fifths higher for women 
than for men. The differences were 
greatest in the middle groups, age 25-55 
years. Among the women, the frequency 
rates were generally lower in nonmanu- 
facturing establishments than in manu- 
facturing plants; in the durables sector 
of manufacturing than in the nondur- 
ables; and among salaried compared 
to production workers. The average 
duration of these prolonged absences 
was ten and one-half weeks for women, 
about two days less than the average 
for men.* 

Some insights into absenteeism due 
to sickness have been provided by data 
of a leading oil company. In a two- 
year study of some 28,000 employees, 
its medical director found that most 
sickness absences were concentrated 
among a relatively small number of 
employees. This high absence group 
was described as being less content and 
having more emotional and nervous dis- 
turbances than the workers with better 
attendance records. Women employees 
averaged more than twice as many ab- 
sences as men—but stayed out only 
half as long. The net result was that 
the number of days lost because of sick- 
ness averaged 9.9 a year for women and 
9.3 for men.® 


Job Injuries 


The safety record for women differs 
among the various industries and occu- 
pations. More injuries are reported in 
some industries and occupations than 
others, but, in general, fewer accidents 
are reported in the occupations and in- 
dustries employing many women than 
in those which employ mostly men.*'? 
Lower rates of industrial accidents re- 
ported for women as compared with 
men are to be expected since so few 
women are in highly hazardous work. 
For example, many states have pro- 
hibitions against employment of women 
in certain occupations and industries 
considered hazardous or injurious. 

The yardstick we have for measuring 
the frequency with which injuries take 
place is known as the injury-frequency 
rate or the average number of disabling 
injuries for each million employee-hours 
worked. In general, manufacturing in- 
dustries which have injury-frequency 
rates of less than five might be con- 
sidered as having a relatively low injury 
rate," while those manufacturing in- 
dustries with rates over 15 might be 
viewed as having relatively high rates. 

Exceeding the all-manufacturing aver- 
age of about 11 disabling work injuries 
per million hours worked in 1957 are 
the rates for some industries with siz- 
able numbers of women: for example, 
food processing industries, such as meat 
and poultry products, bakery products, 
and canning and preserving; the manu- 
facture of household furniture; certain 
branches of the textile industry, such 
as woolen and worsted textiles, and 
dyeing and finishing; dairy products; 
and leather products.'® 

Nonmanufacturing industries in which 
the proportion of women workers is sub- 
stantial and whose injury rates are 
relatively high include the restaurant 
and hotel industries, laundries, retail 
food establishments; and hospitals op- 
erated by state and local governments.'® 
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However, there are a number of in- 
dustries whose workers, many of them 
women, have enjoyed markedly low in- 
jury rates. Within this group are those 
manufacturing radio tubes, electric 
lamps, electrical equipment for vehicles, 
synthetic fibres, synthetic rubber, and— 
strangely enough—explosives. Included 
also are nonmanufacturing industries, 
such as apparel and accessory stores, 
telephone communications, radio broad- 
casting, and banks and insurance com- 
panies,?° 

Another useful measure of absences 
due to job injuries is the injury-severity 
rate, since it takes into account dura- 
tion as well as frequency or volume 
of cases. This rate represents the aver- 
age number of days lost because of 
work injuries, for each million hours 
worked. It includes certain standard 
time charges for deaths and permanent 
disabilities. The average severity rate 
in all manufacturing industries in 1957, 
was 754; the severity rate for apparel 
workers, the majority of whom are 
women, was 139—the lowest in manu- 
facturing. This industry’s frequency rate 
was also among the lowest.'° 

The National Health Survey found 
that the number of work days lost for 
job injuries per 100 women was less 
than half the rate for men. Among 
women, the rates due to job injuries 
rose with age, up to age 65. Up to 
age 45, job injuries of women accounted 
for fewer absences than did either motor 
vehicles or home activities—the other 
two major classes of accidents. Among 
men, however, job injuries were the 
chief cause of accident absenteeism. For 
absences due to injuries from all sources, 
rates for both men and women de- 
creased with age from 45 to 64 and 
then climbed.® 

Some industry accident case studies 
made by the U. S. Department of Labor 
from sample establishments have an- 
alyzed the relevant factors unique to 
individual industries. For example, one 


SEPTEMBER, 1960 


WOMEN IN INDUSTRY 


of the explanations for the compara- 
tively high overall injury-frequency rate 
of the canning and preserving industry 
is believed to be the highly seasonal 
operations of many of its plants, which 
showed even higher rates than those 
for full-year establishments. Short-term 
operations tend to attract casual or in- 
experienced workers who do not work 
long enough with a supervisor to be 
properly trained, and workers are likely 
to become fatigued by the long hours 
necessitated by the perishable nature 
of the crops. The fact that maintenance 
and repair activities are often referred 
until completion of the rush season may 
also be a contributing factor.’* 

Another Labor Department study, its 
first national injury rate study of hos- 
pital employees, characterized the aver- 
age hospital injury-frequency rate of 
8.6 for 1953 as neither very good nor 
very bad. Yet it is not as good as 
might be expected from an activity 
devoted to health. Injury severity, 
measured by the average number of 
days lost per disabling injury, was 
greatest in the professional care division. 
In this division, the incidence of in- 
juries was highest in the nursing serv- 
ice, particularly among the attendants, 
who suffered more injuries than any 
other occupational group in the hospital. 
The next highest frequency rates in 
the professional care division applied to 
the occupational and physical therapy 
departments. Although the rates are not 
given by sex, the nature of the occu- 
pation often provides a clue.'* 

Even higher (though not the maxi- 
mum) injury-frequency rates in hospi- 
tals were experienced for food service 
and preparation, where many women 
are employed. These departments were 
located in the plant operation and main- 
tenance division, which had, indeed, the 
poorest safety record in hospitals. As 
might be expected the administrative 
division—the other general operating 
activity—showed most favorable rates. 
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Unlike a number of other industries 
(where there is a high proportion of 
hand, finger, and eye accidents), trunk 
injuries—particularly to the back—pre- 
dominated. 

Strains and sprains were prominent 
in the records of all of the listed occu- 
pations in hospitals but were heavily 
concentrated among attendants, the dif- 
ferent classes of nurses, kitchen helpers, 
maids, and cooks. This type of injury, 
as well as hernias which are common 
to most of these same occupational 
groups, is generally associated with 
heavy lifting or other forms of over- 
exertion. A relatively high proportion 
of the reported injuries were fractures 
—again a divergence from the usual 
pattern.’* 

Although tuberculosis was the most 
common occupational disease for hospi- 
tal workers, diseases caused by viruses 
and those of the skin, especially der- 
matitis, were also important. These oc- 
cupational diseases—a large number— 
were widely dispersed among the vari- 
ous occupational groups, but the greatest 
volume were among the attendants, 
nurses, kitchen helpers, maids, and lab- 
oratory technicians. One in every three 
injuries reported by the laboratory tech- 
nicians, for example, was an occupa- 
tional disease.'* 


Improvements in Safety 


Has the work place generally become 
less hazardous? In recent years there 
has been a marked improvement in 
job injury rates. Improvement in safety 
legislation and cooperation between 
labor and management in safety pro- 
grams have been notable. A 1955 
analysis by the Bureau of Labor Statis- 
tics of the Department of Labor, of 
1,600 agreements (each averaging 1,000 
or more workers) and applicable to 
more than seven million workers, indi- 
cated that 22 per cent of the contracts 
applying to about 29 per cent of the 
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workers, contained provisions for com- 
mittees concerned with plant safety, sani- 
tation, and employee health."* 

These joint efforts are, of course, in 
addition to the acquisition of safety de- 
vices and equipment, safety training 
courses, and other such measures taken 
by management alone to render work 
places less hazardous. Also among the 
instrumental factors were shorter work- 
days and work weeks, and the coffee or 
rest “breaks” which reduce fatigue and 
monotony and improve morale. 

One of the signposts of the 20th cen- 
tury work scene is the increasing pres- 
ence of ionizing radiation on the job. 
Commendably, rather than coping with 
the problem from workmen’s compen- 
sation aspects of minimizing distress or 
disaster, there has been widespread rec- 
ognition of the need to control the 
potential ionizing radiation hazards that 
may be encountered in certain industrial 
processes and in such occupations as 
medical x-ray technician and nuclear 
physicist. Special precautions and safe- 
guards are provided and include seal- 
ing off the area, shielding by lead or 
concrete, protective clothing, safety 
equipment, and periodic physical and 
laboratory examinations. Available safety 
records indicate that reported job re- 
lated illnesses and accident rates to 
date have been quite low. However, 
the inadequacy of records and the fact 
that injurious effects may not be mani- 
fested until long after exposure have 
made a valid appraisal of the radiation 
safety record very difficult. As you 
know all too well, considerable differ- 
ences of opinion continue to exist among 
persons studying the problem. 


Employment Forecast 


Now that we have sketched the occu- 
pational health and accident picture. 
we may ask what the implications are 
for safety and health of the future 
composition of the woman labor force? 
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The Labor Department has made pro- 
jections of changes in the total working 
population from 1955 to 1975, based 
on the absence of war, favorable eco- 
nomic conditions, and other assumptions. 
At the beginning of this 20-year period, 
there were some 21 million women 
workers, comprising less than one-third 
of the labor force (namely, 30 per 
cent). It is anticipated that by 1975, 
the number will have increased by close 
to 12 million. More than half of this 
increase is expected to take place in 
the first ten years, and most of this 
expansion will be accounted for by 
young women under age 25 and women 
over 34.15 

Accident rates tend to rise when there 
is an influx of new workers into industry 
or a wide-scale shift among occupations, 
such as occurred during World War II 
and the reconversion period following. 
High turnover and part-time availability 
are also associated with women, be- 
cause of their home obligations and 
with youth, because of their job mobility 
while choosing careers and the student 
element among them. Safety training 
is especially essential for these two 
labor groups to achieve a downward 
movement of work accidents. 

Looking at the labor force as a whole 
on an occupational basis, a continua- 
tion is expected to at least 1965 of the 
long-term, rapid growth of the white 
collar group—the managerial, clerical, 
sales workers, and particularly the pro- 
fessionals, who have been the fastest 
growing segment. A slower rate of 
increase will occur in the “blue collar” 
group but will affect the individual 
components differently. That is, the de- 
mand for craftsmen will rise, will be 
followed by more moderate increases for 
operatives, and will show little change 
for laborers. In manufacturing, the 
number of nonproduction workers is 
advancing at a greater tempo than the 
production workers. The increase in 
the service occupations will continue 
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at a faster rate than for the labor force 
as a whole. Continuing declines are 
expected in the farm and farm labor 
group.’° 

Viewed along industry lines, the pro- 
jections which have particular interest 
for women indicate that further em- 
ployment declines are expected in the 
1960’s in textiles, tobacco, and leather 
manufacturing. Employment in the dur- 
able goods manufacturing sector is ex- 
pected to increase at double the rate 
of growth of employment in the non- 
durable goods industry and at a some- 
what greater rate than the, labor force 
as a whole. In particular, the electrical 
machinery industry, mainly communi- 
cations equipment, is expected to gain 
substantially, but women may not share 
in the expansion to the full extent be- 
cause semiskilled operations are giving 
way to skilled, in which there are rela- 
tively fewer women.'® 

We might also speculate on the in- 
fluence of automation on the future 
volume of work injuries. Some believe 
that there will be a reduction in the 
hazards to which machine operators are 
exposed. They argue that many of the 
accident causing operations, such as 
manual material handling, will be elimi- 
nated. 

Automation signals a sharp rise in 
machine maintenance work which could 
increase hazards. Such activities, how- 
ever, are generally performed by men. 
On balance, automation may wield a 
beneficial pressure on the movement of 
job accidents among women. 

These major shifts, then, should pro- 
vide some clues to the future impact 
on safety and‘ health problems. I end 
with the challenging forecast (made by 
Secretary of Labor James P. Mitchell) 
that, assuming no further improvement 
over current levels of safety accomplish- 
ment, “only one-fifth of our young peo- 
people (can be promised) an accident- 
free working life.”'® Unlike the Labor 
Department's other assumptions (that is, 
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peace and prosperity) which underlie its 
population and labor force projections, 
we hope that this assumption will not 


materialize. 


For that, we look forward 


to increased safety consciousness on the 
part of the worker, management, gov- 
ernment—indeed, everybody. 
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ll. AN EXAMINATION OF THE RELATION BETWEEN SYMPTOMS, 
DISABILITY, AND SERIOUS ILLNESS, IN TWO HOMOGENEOUS 


GROUPS OF MEN AND WOMEN 


Lawrence E. Hinkle, Jr.. M.D.; Ruth Redmont; Norman Plummer, F.A.P.H.A.; and Harold 


G. Wolff, M.D. 


| SPITE OF a great deal of information 
suggesting that American women have 
more illness than American men, there 
has been a reluctance to accept this 
as an established fact—probably be- 
cause the death rate for American men 
is higher at all ages and their life 
expectancy less. To accept that women 
are, nevertheless, more ill, would seem 
tantamount to accepting that the less 
healthy sex lives the longer, and sug- 
gests the unpalatable hypothesis that 
mortality is inversely proportional to 
morbidity. Rather than abandon the 
time-honored medical concept that less 
healthy people, on the whole, die sooner 
than healthy people, and that every ill- 
ness carries with it some risk of death, 
however small, one is inclined to ask 
whether or not the evidence will truly 
support the statement that women have 
more illness than men and are therefore 
less healthy. 

The evidence that women have more 
illness has been derived from morbidity 
surveys of the past three decades. These 
indicate that women have more episodes 
of acute illness, and especially more 
acute respiratory and gastrointestinal ill- 
nesses.’ Although menstrual disturb- 
ances account for a significant proportion 
of their minor episodes of illness, the ex- 
cess of acute episodes in women re- 
mains, even if the disorders of the 
female genital tract are excluded en- 
tirely.’° In addition to this, women 
have more days of disability because of 
acute illness and make more visits per 
unit time to the doctor.® Industries 
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which employ them find, with few ex- 
ceptions, that women have more episodes 
of sickness absence per unit time and 
are absent from work a greater number 
of days. Women report more episodes 
of illness than men and look upon them- 
selves as having more illness. 

Yet this evidence is not entirely con- 
clusive. The respondents in household 
morbidity surveys are, in the main, 
housewives who report the illnesses of 
other members of their families as well 
as their own illnesses.*°.* This raises 
the possibility that these female respon- 
dents remember more of their own ill- 
nesses and are aware of minor symp- 
tomatic disturbances in themselves that 
they might not know about in others. 
This possibility has been present even in 
ongoing studies of families, where the 
mother has usually been chosen as the 
respondent.’ The supposition that it is 
true is strengthened by the fact that the 
excess of illness reported for women is 
largely made up of minor illnesses and 
seems to be largely confined to women 
between the ages of 15 and 65.* Young 
girls and older women (who do not 
report for themselves) appear to experi- 
ence illness at about the same rate as 
men of similar age. Although the Com- 
mission on Chronic Illness found on 
examination that chronic illness was 
more prevalent among women than 
among men, the difference in prevalence 
reported from the “Baltimore Study” can 
be accounted for by the difference in 
the reported prevalence of psychoneu- 
roses, “psychophysiologic, autonomic 
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and visceral disorders,” migraine, obes- 
ity, and the disturbances of menstruation 
which make up most of the category 
of “other diseases of the female genital 
organs.”° Except for obesity, all of 
these illnesses are diagnosed largely on 
the basis of symptoms reported by the 
respondent. Furthermore, since going 
to the doctor, staying home from work, 
and staying in bed because of minor 
illness are all to a certain extent sub- 
ject to the will and attitude of the 
individual, these too may not be true 
indicators of a difference in the amount 
of illness experienced. Thus, the evi- 
dence that women have more illness 
than men remains presumptive. Even 
the fact that women consider themselves 
to have more illness is not conclusive 
evidence that they develop more patho- 
logical and physiological disturbances 
per unit time. 

There is also evidence to the contrary. 
As stated, the death rate for men at 
all ages is higher for almost all cate- 
gories of disease except diabetes mellitus 
and cancer of the breast and genitalia.* 
Whereas women have more days of dis- 
ability for acute illness, men of com- 
parable age have been reported to have 
more days of disability for chronic ill- 
ness.* The number of men in hospitals 
in the United States in 1953 was re- 
ported on survey to be greater in every 
age group—despite the fact that ap- 
proximately one-sixth of all hospital ad- 
missions were for normal childbirth.® 
In the hospitals of New York City a 
survey carried out in 1952 revealed that 
men comprised 57 per cent of all pa- 
tients having diseases that are not sex 
specific and 55 per cent of all patients 
other than obstetrical patients, even 
though the population of the city was 
only 48 per cent male at that time.'? 
Both of these observations suggest that 
serious illness is at least as common in 
men as in women, if not more common. 

An opportunity to obtain additional 
information bearing on this problem 
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has been presented by some of the 
studies carried out by the Human 
Ecology Study Program at the New 
York Hospital-Cornell Medical Center. 
Of particular relevance are the results 
of studies of the occurrence of illness 
in comparable groups of men and 
women, existing in comparable environ- 
ments, over comparable ages. Some 
results of two such studies, which were 
carried out with the cooperation and 
sponsorship of the Medical Department 
of the New York Telephone Company, 
are presented here. 


Methods 


The subjects for these studies were 
96 telephone operators and 116 crafts- 
men of the New York Telephone Com- 
pany, who worked in New York City. 
The two groups are random samples 
of all of the male and female employees 
of one operating division of this com- 
pany and represent approximately one- 
third of all of the women and one-sixth 
of all of the men who had been con- 
tinuously employed for 20 or more years 
on a specific calendar day. The mem- 
bers of both groups had the following 
characteristics: (1) All had been sub- 
jected to a medical history and exami- 
nation at the time of first employment, 
and none had shown evidence of signifi- 
cant illness at this time; (2) All had 
been continuously employed in an occu- 
pation with no significant intrinsic haz- 
ards; (3) All lived in the same geo- 
graphic area and shared, over a period 
of two decades, the same level of sani- 
tation in their environment and gen- 
erally similar opportunities for exposure 
to the pathogens present in the popula- 
tion at large: and (4) All were of 
essentially similar social and economic 
background and occupied a_ similar 
social and economic position during the 
period of their employment. 

There were complete records of the 
health and of the attendance at work of 
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each of these people over the entire 
period of his employment, with a nota- 
tion of every absence of whatever length 
attributed to illness, the name of the ill- 
ness which allegedly caused the absence, 
its date and its duration. All illnesses 
of eight days or more were also de- 
scribed in some detail in medical rec- 
ords, with reports of company physi- 
cians, private physicians, and hospitals. 
In addition, approximately one-fifth of 
all illness that led to shorter absences 
(which, during most of the employee’s 
service, were at his own expense) were 
similarly described in medical as well as 
personnel records. Furthermore, com- 
plete medical examinations and medical 
histories were carried out from time to 
time throughout an employee’s working 
career for various reasons. There was, 
therefore, an essentially complete record 
of all of the disabling illnesses, as well 
as of all of the illnesses detected on 
periodic medical history and examina- 
tion, over the employee's entire period 
of service. 

All members of both groups were 
studied retrospectively, by their records, 
over a 20-year period beginning with 
first employment and, prospectively, 
with both records and observations, over 
a five-year period from the end of the 
initial 20-year study. The total obser- 
vation period, therefore, was 25 years. 
For the women, this in general ex- 
tended from age 17 to age 42; for 
the men it extended from age 20 to 
age 45. 

Since the groups were selected after 
they had completed 20 years of service, 
each represented the residuum of a 
cohort of men or women employed 20 
years before. From the company’s rec- 
ords it was ascertained that 90 per cent 
(+ 5 per cent) of men originally em- 
ployed remained on the payroll 20 years 
later, and that only approximately 1 
per cent of an original cohort had 
been lost during the first 20 years 
because of illness. or disability. It was 
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also ascertained that of a group of 
women originally hired, only 10 per 
cent remained on the payroll 20 years 
later, the vast majority having resigned 
within the first ten years because of 
marriage or other personal reasons. Of 
those remaining, a disproportionate 
number were single women, widows, 
and divorcees. Approximately 2 per 
cent of an original cohort of women 
were lost to the group for reasons 
attributed to health; however, in all 
but a few of these cases, there was no 
significant illness present on examina- 
tion, and the reasons given were that 
the women thought the job “made them 
nervous” or was “too much for them.” 
Thus the evidence suggests strongly that 
these two samples of 20-year employees 
represent neither unusually healthy, nbr 
unusually unhealthy, members of the 
original cohorts of which they were the 
remaining individuals. 

For the purposes of these studies, an 
illness was defined as “any departure 
from an ideal state of health, regardless 
of its nature or etiology”; and an “epi- 
sode of illness” was defined as “the 
presence of a syndrome over a discrete 
period of time.” 


Results 
1. Episodes of Illness Recorded 


Over a 20-year period, from age 
17 to 37, the mean number of episodes 
of illness recorded per woman was 
48.688 + 3.514,* or 2.434 episodes 
per woman per year. Over a 20-year 
period, from age 20 to 40, the mean 
number of episodes of illness recorded 
per man was 28.026 + 1.370 or 1.401 
episodes per man per year. These are 
the means of distributions which are 
notably skewed and which depart sig- 
nificantly from normal distribution; 
however, if we make the probably valid 
assumption that the means themselves 


* Variation is expressed as the standard 
error of the mean. 
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are normally distributed, then it can 
be said that these means are signifi- 
cantly different (P less than 0.01). In 
other words, it can be stated with a 
fairly high degree of assurance that 
these women did have more episodes 
of illness recorded per unit time than 
did the men. 

During the five-year follow-up period 
(from age 37 to 42), the mean number 
of episodes recorded per woman was 
15.698 + 1.094, or 3.14 episodes per 
year; the mean number of episodes re- 
corded per man, during a similar five- 
year follow-up, from age 40 to 45, was 
9.250 + 0.650, or 1.85 episodes per 
year. These means also are significantly 
different. 


2. Days of Disability 


Over the initial 20-year period the 
mean number of days of disability (days 
of sickness absence) per woman was 
210.47 + 18.94, or 10.5 per woman per 
year; during the next five years the 
mean was 102.41 + 11.07, or 20.5 
per woman per year. During the 
initial 20-year period, the mean num- 
ber of days of sickness absence per 
man was 85.95 + 5.77, or 4.30 per 
man per year; during the next five 
years, the mean was 37.92 + 4.30, or 
7.6 days per man per year. These means 
also are significantly different. There- 
fore, it can also be said with assurance 
that the women did experience more 
days of sickness absence per unit time 
than did the men. 


3. Nature of the Illness Experienced 


The recorded description of every 
episode of illness experienced by one 
of these men or women over the 25-year 
period was scrutinized by a physician; 
and on the basis of the information 
supplied, each episode was described as 
accurately as possible by the name of 
the syndrome that it represented and 
was placed in one of 19 categories, 
which corresponded, in general, to the 


Table 1—Illness Recorded Over 20 Years 


Episodes per 100 
Persons per Year 


Categories of Illness 
Men Women 


(Organ Systems) 


1. Generalized illnesses 0.60 0.47 
2. Respiratory 68.70 98.96 
3. Gastrointestinal 27.58 47.84 
4. Hepatic 0.09 0.00 
5. Biliary and 

pancreatic 0.22 1.09 
6. Genitourinary 0.69 16.64 
7. Cardiovascular 0.99 0.47 
8. Hemic and lymphatic 0.00 0.42 
9. Metabolic and 

endocrine 1.03 3.28 
10. Articular and 

skeletal 2.70 2.03 
1l. Muscular 7.82 16.43 
12. Dermal 9.26 16.49 
13. Cranial 1.51 8.89 
14. Aural 2.10 2.81 
15. Ophthalmic 5.90 4.99 
16. Dental 8.53 9.83 
17. Neural 0.04 0.20 
18. Mood, thought, 

behavior 1.59 7.38 
19. Congenital conditions 

and sequelae 1.55 0.15 
Total 


organ system in which the major mani- 
festations of the episode occurred. When 
this information had been tabulated, the 
number of episodes occurring in each 
“organ system” was expressed as a rate, 
“episodes per 100 persons per year.” 
These data are summarized in Table 1, 
which covers the first 20 years of ob- 
servation. 

For both men and women, the epi- 
sodes of illness most frequently recorded 
were those whose major manifestations 
occurred in the respiratory and gastro- 
intestinal tracts, the muscular system, 
the skin, the eyes, and the teeth. Three 
categories of illness were recorded fre- 
quently in women and infrequently in 
men: headache; syndromes involving 
the genital tract; and disturbances of 
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mood, thought, and behavior. Inspec- 
tion of Table 1 reveals that the differ- 
ence in the recorded incidence of ill- 
ness between the women and the men 


can be almost entirely explained by the . 


difference in the number of episodes of 
illness attributed to the respiratory, gas- 
trointestinal, genital, and muscular sys- 
tems, the skin, and the head, and 
disturbances of mood, thought, and be- 
havior. More specifically, the differ- 
ence in the incidence of illness recorded 
for the men and women is almost en- 
tirely attributable to a dozen or more 
syndromes, to wit: the common cold; 
“grippe”; “sore throat”; acute gastro- 
enteritis; dysmenorrhea; “myalgia”; 
“myositis” and symptoms of muscle ten- 
sion; minor cuts and bruises; head- 
aches; and minor disturbances of mood, 
thought, and behavior (brief episodes 
of tension, anxiety, asthenia, and de- 
pression). These data are summarized 
in Table 2. 


4. Severity and Seriousness 


In the study of illness, it is helpful 
to give separate consideration to two 
aspects of disease which are closely 
related but not necessarily parallel: 
“severity,” and its “seriousness.” The 
“severity” of an episode of illness is 
roughly parallel to the amount of pros- 
tration that it causes; its “seriousness” 
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is roughly parallel to the likelihood 
that it, or its sequelae, will result in 
the death of the person who manifests 
it. Meningococcus meningitis, for ex- 
ample, is a disease that is both very 
severe and very serious, while ortho- 
static albuminuria is a syndrome of very 
little severity and very little seriousness. 
Here “severity” and “seriousness” are 
roughly parallel, but in many cases 
they are not. A severe migraine head- 
ache is extremely prostrating, but quite 
unlikely to be fatal, whereas hyperten- 
sive vascular disease may produce little 
or no disability in its early stages but 
is nevertheless a most serious illness 
from the point of view of the ultimate 
longevity of the patient. The diver- 
gence between the severity and the 
seriousness of a given syndrome is usu- 
ally not so extreme as this, but it is 
quite common that the two do not 
precisely coincide. It thus becomes im- 
portant to have separate measures of 
these two aspects of illness, one of which 
is intimately connected with disability 
and the other with mortality. 

In dealing with this, we adopted the 
device of defining the “seriousness” of 
an episode of illness as “the likelihood 
that this episode of illness, or its se- 
quelae, if untreated, will lead to the 
death of the subject.” The likelihood of 


death from a given episode of illness 


Table 2—Major Sources of the Difference in Rates 


Syndromes 


Episodes per 100 Persons per Year 


Men Women Difference 


Rate for all syndromes 
Common cold, “grippe,” and “sore throat” 
Acute gastroenteritis 
Dysmenorrhea 

“Myalgia” and “myositis” 
Minor abrasions, contusions, and lacerations 0.22 8.10 7.88 


Headaches 


Minor episodes of anxiety, tension, or other 


mood disturbance 


Differences in rates for these syndromes 


140.90 238.17 97.27 
64.22 88.45 24.23 
21.64 48.31 26.67 

0.00 15.24 15.24 
7.83 16.34 8.51 


151 8.89 7.38 
1.42 5.98 4.56 


94.47 
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Table 3—The Scale of “Seriousness” 


Probability That an 
Episode Will Be Fatal 
if Untreated 


“Seriousness” 
Rating of Illness 


1 P<1:10,000 
2 1:1,000>P>1:10,000 
3 1:100 >P>1:1,000 
4 1:10 >P>1:100 

5 P>1:10 


is regarded as being indicated by that 
proportion of similar episodes of illness 
that would lead to death, if an infinite 
sample of such illness episodes were 
taken. This in turn is regarded as 
being closely proportional to the re- 
ported case fatality rate for untreated 
cases and their sequelae. Case fatality 
rates, expressed as probabilities, run 
from 1.0; (100 per cent fatal) to 0.0 
(never fatal). The available figures are 
not exact, and are conveniently ex- 
pressed as negative whole powers of 
ten, i.e. case fatality rates between 
10 per cent and 100 per cent (between 
0.1 and 0.999) can be expressed as 10-1, 
those between 1 per cent and 9.99 per 
cent as 10°, and so on. For the sake 
of convenience, a scale of “seriousness” 
was set up based upon the reciprocals 
of these negative powers of ten, as 
shown in Table 3. By this scale, lobar 
pneumonia, or malignant melanoma, 
with case fatality rates of greater than 
10 per cent were assigned a “serious- 
of five, while the common cold 
and the common vascular headache, 
which are fatal in less than one in 
10,000 cases, are assigned a “serious- 
ness” of one. The system fails to some 
extent because published case fatality 
rates are not available for many dis- 
and for these estimated rates 
must be used. 


ness” 


eases, 


Fortunately, most of the 
diseases for which published rates are 
not available are diseases of little seri- 
ousness, and usable estimates of case 
fatality rates are available for most of 
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the serious illnesses. Because “serious- 
ness ratings” from one to five represent 
powers of ten, accuracy in estimating 
the rates for the more serious illnesses 
far outweighs the effect of any inac- 
curacy in estimating the rates for those 
that are less serious. 

Using this method of rating, every 
episode of illness that occurred among 
both the women and the men was rated 
for “seriousness.” This “seriousness 
rating,” as an appropriate power of ten, 
was then multiplied by the incidence 
(as episodes per 100 persons per year) 
of such episodes over the 20-year period. 
Such figures were derived for each 
type of episode and were then summed. 
This yielded the value 1,623.60 for 
the men and 1,190.46 for the women. 
These two values, obtained by multiply- 
ing the annual incidence of each syn- 
drome by its seriousness, are propor- 
tional to the average likelihood that a 
man or woman would die in a given 
year because of the illnesses experi- 
enced. These “annual seriousness rates,” 
as they might be called, are summarized 
in Table 4. They indicate that the 
men were somewhat more likely to die 
of their illnesses than the women, in a 
ratio of about 4:3—a ratio quite similar 
to the ratio of the reported death rates 
for white men and women over the 
age period 15 to 44 in 1949, when 
the first 20-year observation period was 
ending (7.4/1.000 for men and 4.5/1,000 
for women). This procedure also locates 
the excess in the risk of death among 
men at the point where mortality figures 
indicate that it probably lies: in the oc- 
currence of cardiovascular syndromes, 
which, although not of high incidence 
as compared to respiratory syndromes, 
are nevertheless highly lethal. 

This method of computing “serious- 
ness.” therefore, indicates that although 
the women reported a greater number 
of illnesses, the men incurred a greater 
risk of death from the illnesses that 
they are known to have experienced. A 
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Table 4—Annual Risk of Death: Inci- 
dence of Illnesses Experienced Multi- 
plied by Their Seriousness 


Categories of Illness Men Women 


. Generalized 
illnesses 
Respiratory 
3. Gastrointestinal 
. Hepatic 
Biliary and 
pancreatic 


73.994 
452.903 
104.186 

76.440 


152.272 
653.849 
128.686 

21.550 


8.620 


133.623 
392.460 


. Genitourinary 
. Cardiovascular 
Hemic and 
lymphatic 
. Metabolic and 
endocrine 
. Articular and 


skeletal 


. Muscular 
2. Dermal 

. Cranial 
4. Aural 


. Ophthalmic 


. Dental 
Neural 
Mood, thought, 
behavior 
. Congenital 
conditions, and 
sequelae 


1,623.605 


Total 


somewhat simpler way of illustrating 
this is to list for each group all of the 
recorded episodes of illness for which 
the case fatality rate would be 10 per 
cent or greater if the disease were 
untreated (Table 5). There was a 
higher incidence of such illnesses among 
the men. The fact that no fatalities 
occurred in either group is a tribute 
to the efficacy of modern medical 
therapy. 

In order to estimate the “severity” 
of illnesses, “severity” was defined as 
“the degree of disability which an epi- 
sode of illness produces,” and “disa- 
bility” was defined as “the extent to 
which a person is unable to carry out 
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his full social role and maintain his 
normal bodily functions” because of 
disease or its sequelae. Five grades 
of “severity” were recognized (Table 6). 

Since “inability to work because of 
illness” is tantamount among working 
people to “inability to carry out one’s 
usual activities,” and since an illness 
which produced disability of this grade 
was considered to be of grade 4, it is 
obvious on the face of it that by this 
definition illness among the women was 
more “severe” than among the men— 
for the women had significantly more 
episodes of disabling illness and more 
days of sickness absence than the men. 

However, the disability produced by 
illness is not solely a function of the 
bodily disturbance that illness creates; 
the extent to which an ill person con- 


Table 5—The Incidence of Illnesses of 


“Seriousness Grade 5” 


Episodes Persons 


Men 


Sepsis with bacteremia 
(“septicemia”) 

Pneumococcal pneumonia 
(“lobar”) 

Bronchiectasis 

Pulmonary tuberculosis 

Glomerulonephritis 


Pyelonephritis 

Perinephric abscess 

Hypertensive cardiovascular 
disease 

Arteriosclerotic heart 
disease 

Diabetes mellitus 

Incidence per 100 persons 
per 20 years 


Women 


Pneumococcal pneumonia 
(“lobar’’) 

Pulmonary tuberculosis 

Pyelonephritis 

Arteriosclerotic heart 
disease 

Incidence per 100 persons 
per 20 years 


- 
0.000 
ip 7 52.135 
8 
0.000 3.224 
9 
90.557 34.953 
10} 
9.030 50.700 
0.782 3.702 
19.319 19.592 
0.151 0.889 
1 1.684 1.029 
16 1.823 2.107 
17 0.043 0.000. 
a 18 
19 Lal 
a 1.076 0.015 3 3 
1190.462 ul 10 
= 2 2 
1 
1 1 
5 5 \ 
2 
2 2 
25.06 
6 6 
l 1 
1 1 
9.37 
P 


Table 6—The Scale of “Severity” 


“Severity” Rating 
of Illness Characteristics 


1. Illnesses associated with a definite abnor- 
mality of cells or metabolic systems, 
but not seriously impairing the func- 
tion of any organ system. 

Examples: Orthostatic albuminuria; late 
latent lues, manifested only by sero- 
positivity; small benign naevus. 


2. Illnesses associated with a definite impair- 
ment of one or more organ systems, 
but having little or no effect upon the 
capacity of the individual to carry out 
his usual activities. 

Examples: Functional constipation; mod- 
erate grades of obesity; early stages 
of hypertensive vascular disease. 


3. Illnesses which seriously impair the func- 
tion of one or more organ systems, but 
which have little effect on the highest 
integrative functions, so that the indi- 
vidual may carry out his usual activities, 
but in a somewhat restricted manner. 

Examples: Many episodes of active peptic 
ulcer; diabetes mellitus; hypertensive 
cardiovascular disease; the common cold; 
vascular headache. 


4. Illnesses which prevent an individual from 
carrying out his usual activities, but 
do not prevent all other activities. 

Examples: Measles; fracture of ankle; 
moderately severe anxiety state; many 
episodes of the common cold or dys- 
menorrhea; any disease which causes 
absence from work or “bed disability.” 


Illnesses which severely impair the high- 
est integrative functions, and make it 
impossible for the individual to carry 
out any activities other than those di- 
rectly associated with survival. 

Examples: Meningococcus meningitis; he- 
patic coma; typhoid; catatonic schizo- 
phrenia. 


tinues to carry out his usual activities 
is significantly influenced by his mental 
state—by his attitudes, beliefs, moods, 
and motivations. These may be crucial 
in determining whether or not a person 
with a given amount of bodily disturb- 
ance will come to work or stay home in 
bed. Therefore, the observation that the 


severity of illness was greater among the 
women does not allow one to say whether 
or not the excess of “severity” was a 
result of an excess of bodily disturbance 
caused by illness or the result of a 
different attitude toward the necessity 
of coming to work. It was supposed 
that some indication of the extent of 
bodily disturbance in the two groups 
might be estimated by comparing the 
number of episodes of severity grade 5 
—those episodes of illness known to 
have been “totally prostrating” during 
part of their course. Unfortunately, 
this device failed, largely because of 
the frequent occurrence among the 
women of prostrating illnesses less often 
or never reported among the men. Not- 
able among these were acute gastro- 
enteritis and dysmenorrhea. It is well 
known that acute gastroenteritis is some- 
times totally incapacitating for short 
periods of time; since the women re- 
ported more episodes of this syndrome, 
it is difficult to deny that they were 
more frequently prostrated by it, even 
if one cannot prove that they were. 
As for dysmenorrhea, to the observing 
physician it did often appear to be 
totally incapacitating; whether it would 
have been equally incapacitating had it 
occurred among the men is a question 
more easily debated than answered. 


Comment 


These women reported more episodes 
of illness than the men did, and the 
illness that they reported was bona 
fide illness. Almost without exception, 
when a woman was examined she was 
found to have some symptoms and signs 
of illness. However, one cannot neces- 
sarily conclude from this that the women 
“actually experienced” more disturb- 
ances of bodily function than the men 
did. This question cannot be finally re- 
solved from these data; it is worthy of 
note, however, that the excess of illness 
observed among the women consisted 
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almost entirely of colds, grippe, sore 
throat, acute gastroenteritis, dysmenor- 
rhea, muscular pains, minor cuts and 
bruises, headaches, and minor disturb- 
ances of mood, thought, and behavior. 
Possibly the men experienced an equal 
number of such illnesses (except, of 
course, dysmenorrhea), and simply did 
not report them to the doctor and did 
not stay away from work because of 
them. This was the prevailing belief 
among those who supervised the two 
groups and among the company’s phy- 
sicians. Indeed, there is much to com- 
mend it from a theoretical point of view. 
For, one may ask, if these women did 
actually have more colds, grippe, sore 
throats, and acute gastroenteritis, why 
did they not have a similar excess of 
influenza, pneumococcus pneumonia, pul- 
monary tuberculosis, cellulitis, bactere- 
mia, and other viral and _ bacterial 
diseases? Furthermore, it is hard to 
believe that telephone operators, whose 
work is sedentary and almost totally 


without exposure to trauma, nevertheless 
experience more minor lacerations and 
abrasions than do the craftsmen who 
install and repair telephone equipment. 

One suspects, rather, that if a girl 
slammed a door on her finger, she was 
simply more likely to stop in and let 


the doctor have a look at it. After 
carefully scrutinizing the records of 
these people, and observing them and 
their illnesses as they went about their 
daily lives, one came away’ with the 
impression that the only “minor” ill- 
nesses (the incidence of which was 
significantly higher among the women) 
were minor episodes of tension, anxiety, 
asthenia, and depression. These were 
quite common among the women— 
more common, even, than the records 
indicate, for women were inclined not 
to mention this aspect of their symp- 
tomatology. They were rather rare among 
the men. The difference may be partly 
due to temperamental differences be- 
tween men and women—for it has al- 
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ways been the opinion of men _ that 
women were more given to outward 
expression of their emotions. However, 
this difference in emotional display may 
also be connected with the social deter- 
minants which went into deciding that 
the women who would pursue this career 
for 25 years would include many who 
were single, widowed, and divorced, and 
subject to all of the disappointments, 
frustrations, and _ responsibilities that 
these added to their domestic lives. 

Were these women “less healthy” than 
the men? The answer to this depends 
upon what one means by “less healthy.” 
The women were more frequently dis- 
abled, and disabled more of the time. 
In this sense they were “less healthy.” 
But, on the other hand, they incurred 
less risk of death because of their ill- 
nesses. In this sense, they were a good 
deal more healthy than the men—as 
the national mortality statistics indicate 
them to be. Perhaps it would be most 
accurate not to use the term “healthier,” 
but to say that they were more easily 
incapacitated, but hardier. 

To what extent is the excess of mor- 
bidity and disability among these young 
adult American women the result of 
culturally and socially determined atti- 
tudes? From these studies one gains 
the impression that it may be almost 
wholly so. In the United States at the 
present time it is tacitly accepted that 
women will be more expressive about 
their aches and pains and their minor 
emotions. Discomforts and bodily dis- 
turbances that are regarded as unworthy 
of mention among men are looked upon 
as acceptable causes of disability among 
women. Women as well as men are 
rewarded by approval if they “carry 
on” without complaint and without seek- 
ing special favor; a woman, however, 
encounters fewer sanctions and less dis- 
approval if she unfeignedly takes to her 
bed when she feels ill and goes to her 
doctor for treatment and reassurance 
when she is worried about her health. 
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One is led to wonder whether the tend- 
ency of the American male to “carry 
on no matter what,” may not, indeed, 
have something to do with the greater 
longevity among women, even among 
nuns as compared to priests."’ There is 
no easy answér to this speculation, 
however. 


Summary 


1. 116 men and 96 women, compar- 
able in age, ethnic and social back- 
ground, occupation, social and economic 
position, infection and 
trauma, place of domicile, and method 
of observation, were studied over a 25- 
year period (including five years of 
prospective observation), with regard to 
the nature and duration of every epi- 
sode of disabling illness that occurred 
among them. 

2. The incidence of disabling illness 
among the women was significantly 
higher than among the men; however, 
the difference in incidence was almost 
entirely accounted for by a higher inci- 
dence of colds, “grippe.” pharyngitis, 
acute gastroenteritis, dysmenorrhea, 
muscular pains, minor cuts and bruises, 
headaches, and minor episodes of ten- 
sion, anxiety, asthenia, or depression. 

3. The women were 
frequently, and for a greater proportion 
of the time, than the men. 

1. The incidence of serious, life-en- 
dangering illnesses was somewhat higher 
among the men. An analysis of the 
risk of death among the two groups, 
based upon expected case fatality rates 
of the illnesses experienced, led to an 


exposure to 


disabled more 


estimate that, over a 20-year period, 
the men experienced a risk of death 
from illness greater than that of the 
women, in a ratio of approximately 
1 to 3. 

5. It seems very likely that the higher 
incidence of illness reported by the 
women, the greater amount of disability 
that they experienced, and the greater 
number of visits that they made to 
the doctor, were largely the result of 
culturally determined differences in the 
attitudes toward what constitutes illness 
and what creates an acceptable reason 
for disability in men and in women. 
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lll. GYNECOLOGICAL PROBLEMS—THEIR EFFECT ON THE 


WORKING WOMAN 


Luella E. Nadelhoffer, M.D. 


T SEEMS TIMELY, in view of the con- 

tinuing increase in numbers of em- 
ployed women in ever-expanding fields, 
to consider problems peculiar to them 
and the effect of these problems on 
the working woman. These disorders 
are a nonoccupational hazard for the 
most part but account for many days of 
absenteeism and disability. According 
to Gerstle,' there is little difference in 
the biological functions of women who 
work and women who do not. These 
functions, menstruation, parturition, in- 
volution, and menopause, however, to 
a greater or lesser degree do have re- 


percussions on women’s working effi- 


ciency. Burnell* reported a study made 
by a large industry in which gyneco- 
logical disease including acute appen- 
dicitis accounted for 26 per cent of 
total disabilities. 

We all share a mutual responsibility 
in this area, to safeguard the health 
of the individual worker, consistent with 
maximum efficiency. 

In addition to public health person- 
nel, those directly concerned in preser- 
vation of health are the individual 
worker, the employer, and members of 
the medical profession, which includes 
the industrial physician and the obste- 
trician-gynecologist. 

The effect on the individual depends 
upon the specific condition present, her 
age, type of employment, and her atti- 
tude toward it. Her reasons for work- 
ing may be an important factor in the 
effect upon her. Some reasons usually 
mentioned are: to satisfy her desire 
for a career; to earn money for addi- 


SEPTEMBER, 1960 


tional family needs and extras, such 
as education for children; dissatisfaction 
with being “only a housewife” as Easley* 
states; and the fact that she is needed 
and wanted in industry. 

The industrial physician representing 
the employer, according to Burnell,* is 
responsible for health maintenance and 
safe placement at work of the individual 
worker with correction of working con- 
ditions which may result in disability 
or aggravation of existing disease. He 
outlines the program as it should be 
organized: (1) study of the new em- 
ployee; (2) constant checking of the 
health and the working environment of 
the established employee; and (3) meas- 
ures employed to lessen lost time, once 
sickness appears. 

From the standpoint of the practicing 
obstetrician-gynecologist, certain gyne- 
cological problems are of interest as 
affecting the woman in the labor force; 
these are menstrual disorders, pelvic 
pain, vaginal discharge, infertility, the 
climacteric, relaxation of the pelvic 
floor, and pregnancy. 

It seems important to reemphasize 
recommendations which have been made 
by the Council on Industrial Health 
of the American Medical Association,® 
by Hesseltine.® and by Burnell* regard- 
ing problems connected with obstetrical 
and gynecological conditions, with some 
additions. 

Menstrual disorders include amenor- 
rhea, excessive vaginal bleeding, irregu- 
lar or intermenstrual bleeding, and 
dysmenorrhea. 


Amenorrhea (excluding pregnancy 
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and menopause ) is relatively infrequent. 
It may be associated with tuberculosis 
in the young woman. It may also 
occur where one is starting in a new 
position away from home or where 
there is worry or tension. The indi- 
vidual should be referred for medical 
diagnosis; if there is no organic dis- 
ease, the conditions may be helped by 
transfer or change of work. 

Excessive vaginal bleeding at the 
time of menses (excluding pregnancy ), 
irregular or intermenstrual bleeding, or 
postmenopausal bleeding may indicate 
disease of the cervix, uterus, or adnexa. 
These types of bleeding should always 
be considered as serious and the indi- 
viduals referred for medical care. 
Papanicolaou smears, biopsy and/or 
conization of the cervix, dilatation, and 
curettage may be necessary for diag- 
nosis. Treatment as indicated should be 
carried out. 

Primary dysmenorrhea, because of 
psychosomatic factors, is of major con- 
cern not only by its effect on the indi- 
vidual, with loss of work and pay, but 
by the varied unpredictable amount of 
disruption in schedules accounting for 
a tremendous loss of time to industry. 
Here, a history taken before employ- 
ment may uncover a “chronic” dysmen- 
orrhea, and this woman should be re- 
ferred for pelvic examination and treat- 
ment. Reassurance and instruction re- 
garding the physiology of menstruation; 
recommendation of proper sleep, fluids, 
and diet, which may be salt free be- 
fore menses; and exercises, may be 
helpful. Treatment of constipation, diu- 
retics before menses begin, and drugs 
which relax the uterus are useful. 
gery, such as dilatation of the cervix 
or presacral neurectomy, gives disap- 
pointing end results. Hormones may 
upset the menstrual cycle and are not 
recommended. 

Proper job placement may help— 
avoiding sedentary work. When dis- 
ability from menstrual cramps occurs 
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while the individual is at work, it is 
important to have a place to rest where 
analgesics, heat, or other simple reme- 
dies may be used. Burnell* emphatically 
states that this worker should not be 
sent home. 

In secondary dysmenorrhea the pa- 
tient should be referred for medical 
examination and treatment. Causes may 
be endometriosis, pelvic inflammation, 
and tumors. Removal of the cause 
should relieve the condition with the 
resultant effect that she may resume 
work. 

Vaginal discharge or leucorrhea is 
common and is one of the most fre- 
quent reasons patients see a gynecolo- 
gist. This may be a cause of disability. 
If excess vaginal discharge is present, 
the cause should be determined and 
the patient treated. It may be bacterial 
in origin with cervicitis caused by gon- 
orrhea, most undiagnosed unre- 
ported of all the venereal diseases accord- 
ing to Fiumara;' parasitic—Trichomo- 
nas vaginalis vaginitis; monilial—often 
associated with constitutional disease 
such as diabetes; or it may be secondary 
to disease of the cervix such as polyps 
or carcinoma. 

Pelvic pain may be due to pelvic 
inflammatory endometriosis, 
tumors, or may be due to causes out- 
side the pelvis. This should be deter- 
mined by pelvic examination and the 
individual referred for treatment. 

Concerning the climacteric as_men- 
tioned by Mintz,’ there has been a 
shift in the labor force to a larger 
percentage of older women whose chil- 
dren have reached adulthood. Hessel- 
tine* in 1955 stated that about 33.6 per 
cent (of employed women) are in or 
past the climacteric. Some advantages 
of women in this age group are that 
they are more dependable and are not 
subject to dysmenorrhea or pregnancy. 
Many of these women have symptoms 
of vasomotor and emotional instability. 
Recognition that the employee is ex- 


disease, 


VOL. 50, NO. 9, A.J.P.H. 


— 
‘ae 
5 
if 
q 
4 
es 
| 
: 


periencing symptoms due to the climac- 
teric is important. Instruction regard- 
ing the normal physiology may be 
helpful. This may be given by the 
industrial physician or under his super- 
vision. 

The importance of a regular checkup 
at least every six months should be 
stressed. This should include breast and 
pelvic examination, and Papanicolaou 
smear once yearly, or more often, as 
determined by the physician. Work 
may need to be lightened or changed 
to that which is less demanding. 

Treatment for the climacteric may be 
by sedatites or tranquilizers before the 
menopause (cessation of menses) and 
for six months to a year, thereafter, if 
necessary. Hormones may then be 
given, that is, six months to a year 
after menses have ceased. Hypodermic 
medication is not necessary as the oral 
route is effective. It is a good rule 


that hormone medication should be re- 
duced as symptoms abate and discon- 


tinued after indications for its use have 
ceased. If hormones are given while 
menses are still present or too soon 
after cessation, irregular bleeding may 
occur necessitating diagnostic study, 
such as biopsy, dilatation, and curet- 
tage; thus causing the individual un- 
necessary worry and expense as well 
as lost time. 

A concomitant of the climacteric fre- 
quently is relaxation of the pelvic floor 
—cystocele, rectocele, and varying de- 
grees of uterine prolapse. Heavy lifting 
or straining may aggravate these con- 
ditions. It is important to know—by 
preemployment examination and/or 
checkup during employment—which 
women may have these conditions and 
avoid any possibility of their aggrava- 
tion, by proper job placement. 

Pregnancy—The effect of pregnancy 
on the working woman depends again 
upon the individual, her age, state of 
health and, if there are complications, 
their type and gravity. Cases must be 
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individualized; the woman should be 
under medical care as soon as she 
thinks she is pregnant and should re- 
ceive good ante-partum, delivery, and 
post-partum care. 

Good ante-partum care consists of see- 
ing the patient early in pregnancy 
(patient’s responsibility), taking a com- 
plete history with physical examination, 
blood pressure, weight, breast and pelvic 
examination, and internal pelvic meas- 
urements. Laboratory tests consist of 
serologic test for syphilis, hemoglobin 
test, white blood count and differential, 
Rh factor, urinalysis, and chest x-ray. 
Instruction in preparation for child- 
bearing and therapy for any abnormali- 
ties are important. 

Return visits are every three weeks 
until 32 weeks, then every two weeks, 
and every week in the last month. At 
each visit, blood pressure, weight, and 
urinalysis are checked; general health 
and development of the fetus follow; 
complaints are discussed; and instruc- 
tion or therapy is given. 

Cooperation between the industrial 
physician and the obstetrician is espe- 
cially important in arriving at a deci- 
sion as to safe placement at work, 
safeguards during work, and the dura- 
tion of employment. 

In general, during pregnancy, expo- 
sure to toxic substances, x-ray, radio- 
active isotopes, or radiation from any 
man-controlled source should be safe- 
guarded to the maximum. The inci- 
dence of leukemia, according to Scott,® is 
increased in children of mothers receiv- 
ing diagnostic x-ray during pregnancy. 
He also states, “The somatic effects from 
radiation present an ever-constant threat 
to occupational personnel.” Possible 
genetic effects also must be considered, 
especially when the exposure occurs dur- 
ing early pregnancy. Burkhead"® stresses 
the fact that the fetus receives total- 
body irradiation when the mother is 
exposed to certain x-ray procedures such 
as pelvimetry or pyelography. 
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Kronenberg!’ in 1944 discussed the 
importance of proper work clothes for 
safe employment. This is especially true 
for the pregnant woman who should 
have comfortable clothing with adequate 
support for breasts and the growing 
abdomen; she should not wear circular 
garters or rolled stockings, and she 
should wear sensible shoes. 

Brandaleone’* in 1954 mentioned a 
period of relaxation, such as the coffee 
break, as important for the whole group 
of industrial workers; this especially 
applies to the gravid employee. 

Psychological factors must be con- 
sidered in the pregnant woman who is 
employed. If she is before the public, 
there may be embarrassment both to 
her and to those she may be serving 
if the pregnancy is obvious. For this 
reason, she may need to transfer to 
a position where she is not before the 
public or stop working earlier than 
might be considered medically neces- 
sary. As a rule, 24 to 28 weeks is the 
optimum time for discontinuing employ- 
ment, although again, individualization 
is necessary. If the gravid employee 
is screened from the public, is doing 
sedentary work, and is medically normal, 
she may continue according to the 
recommendations of her own physician 
and the industrial physician. Usually, 
employment should be terminated six 
weeks before the due date, and she may 
return to work from six to eight weeks 
after delivery, i.e., after the post-partum 
examination by the physician, at which 
time he determines whether involution 
and general health are satisfactory. His 
recommendation and that of the indus- 
trial physician should be followed as to 
return and type of work allowed, with 
consideration of the new baby and 
other home responsibilities. 

The majority of complications of 
pregnancy occur during the first and 


last trimesters. During the first tri- 


mester the most common disturbances 
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are nausea and vomiting, which may 
be effectively treated in most cases by 
oral medication. Bleeding at this time 
may indicate threatened abortion which 
occurs in approximately 20-25 per cent 
of pregnancies. This individual should 
be referred for medical diagnosis and 
treatment. 

During the remainder of the preg- 
nancy, and especially in the last tri- 
mester, severe toxemia or bleeding is 
a major obstetrical emergency and pre- 
cludes working. Mild toxemia may be 
treated by rest, sedation, control of 
excessive weight gain, and diuretics on 
an ambulatory basis. 

The individual with a past problem 
of infertility should be advised differently 
from the normal pregnant woman. 
Again this depends upon her age, the 
physical conditions surrounding her be- 
coming pregnant, and present status. 
Recommendations of her own physician 
and the industrial physician should be 
followed. 

The woman who habitually aborts 
should be considered most seriously and 
perhaps should not work during preg- 
nancy at all. 

The Committee on Maternal and Child 
Care of the Council on Medical Service 
of the American Medical Association’ 
has recently published “A Guide for the 
Study of Perinatal Mortality and Mor- 
bidity.” It is mentioned in the objec- 
tives and purposes of this committee 
that the elimination of deaths and dam- 
age during the process of reproduction 
is the ideal for which we should strive. 
It is known that the longer a fetus re- 
mains in the uterus, the better is its 
chance of survival. 

Whether the employed gravida has a 
higher incidence of premature labor is 
not established but, in an individual 
who has had repeated abortions or pre- 
mature labors, this should be considered 
in deciding about employment and how 
long she may continue working. 


VOL. 50, NO. 9, A.J.P.H. 


A 
my 
a 


Comment 


The effect of gynecological problems 
on the working woman can be mini- 
mized by an adequate preemployment 
examination, health maintenance pro- 
gram, and cooperation, where illness 
occurs, between those caring for her 
medically and the industrial physician. 
Closer contact should be practiced more 
widely. 

Preemployment examination should 
include examination of the breasts and 
pelvic examination, preferably vaginal. 
The latter may be performed by the 
individual’s own physician, who may 
send his report, or by the industrial 
physician. In my experience, women 
are becoming more and more aware 
that these examinations should be done 
and want to know that their breasts 
and pelvis are normal. 

The industrial physician has an ex- 
cellent opportunity for health education 
in this field, again with the cooperation 
of the private or clinic physician and 
public health officials. This may in- 
clude talks, distribution of pamphlets, 
and films; for example, The American 
Cancer Society’s “Self-Examination of 
the Breast” and the more recent one 
on “Uterine Cancer—Problems of Early 
Diagnosis.” The individual should be 
encouraged to have regular physical 
checkups, including breast and pelvic 
examinations. Papanicolaou smears of 
the cervix should be done once yearly 
or more often as indicated. 

In small plants, where there is no 
industrial physician, or “thin” coverage, 
the Maternal and Child Health Division 
of the Public Health Department at 
local, state, or national level should be 
interested and concerned in seeing that 
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at least minimal recommendations are 
followed for all women workers. 


Summary 


Gynecological problems affecting the 
working woman are menstrual disorders, 
pelvic pain, vaginal discharge, infer- 
tility, the climacteric, relaxations of the 
pelvic floor, and pregnancy. 

Their effect on the working woman 
is discussed with suggestions for safe- 
guarding the individual’s health under 
these circumstances. 
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The following paper reports a clinical and laboratory investigation 


of an outbreak of summer febrile illness in a group of military 


dependents at a large naval training station. Coxsackie B-2 


BY COXSACKIE B-2 VIRUS 


M.S.; and Lloyd F. Miller, M.D., Dr.P.H. 


HILE Coxsackie viruses are consid- 
Wed to be among the most common 
of human pathogens and have been re- 
lated etiologically to a variety of serious 
diseases such as aseptic meningitis,’ 
pleurodynia,* and_pericarditis,* con- 
trolled studies of mild, otherwise non- 
specific infections with these agents have 
been few.*-* Studies of the more serious 
infections, however, sometimes indicate 
the frequency of associated minor ill- 
nesses.” An unusual opportunity to in- 
vestigate an outbreak of a mild febrile 
illness, ultimately related to Coxsackie 
B-2 virus, occurred in a circumscribed 
community of military families at Great 
Lakes Naval Training Center during the 
summer of 1958. A _ similar illness 
appeared to be prevalent in the geo- 
graphic area surrounding the military 
community. To this illness was applied 
the term, summer febrile disease. 


Methods of Study 


By a technic of random sampling, 20 
per cent of the 2,000 families in the 
community were selected for study. Each 
of the selected families was visited once 
by a medical team directed by a physi- 
cian who recorded the recent health 


virus is felt to be the etiological agent. 


AN OUTBREAK OF A SUMMER FEBRILE DISEASE CAUSED 
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history of each member of the family. 
Physical examinations of the upper res- 
piratory tract were performed on symp- 
tomatic individuals. Throat swabs were 
collected from an approximately equal 
number of* symptomatic and asymp- 
tomatic subjects in affected and non 
affected families, and in addition, rectal 
swabs were obtained from children in 
these categories under the age of two 
years. Acute and convalescent blood 
specimens were obtained from adults 
only, since venipuncture for this purpose 
in children was not generally permis- 
sible. At the conclusion of the visit 
to each family, a symptom check-off 
card was left with a responsible member 
with the request that the symptoms of 
each member of the family be recorded 
daily over the ensuing ten days. A 
period of eight days (August 12 to 
August 20) was required to complete 
interviewing of all families included 
in the study. 

In the laboratory, throat and rectal 
swabs were inoculated into HeLa and 
monkey kidney tissue cultures. Each 
specimen was carried through two cul- 
ture passages before being regarded as 
negative. The monkey kidney cultures 
were maintained in Parker's medium 
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199 with 1-glutamine, and medium for 
the HeLa cell cultures consisted of 5 
per cent inactivated horse serum in 
Eagle’s basal medium. Throat swabs 
were cultured for streptococci in addi- 
tion. Paired blood specimens were 
tested against group B Coxsackie viruses 
for complement fixing and neutralizing 
antibody titer rises, using antigen pre- 
pared in monkey kidney cell cultures. 
In serum neutralization tests, 100 tissue 
culture infective dosessy) of virus were 
employed. 

For the purpose of correlating the 
incidence of illness with laboratory find- 
ings, illness was defined as: the occur- 
rence of at least two of a group of 
specific symptoms on one day, provid- 
ing at least one of these symptoms per- 
sisted for a minimum period of two 
days; and/or the occurrence of a tem- 
perature over 100° F. The symptoms 
for consideration appearing on the 
family daily check-off cards were: fever 
or chills, sore throat, cough, chest pains, 
nose stopped or running, headache, 
muscle aching, vomiting, and diarrhea. 
Recurrent illness was defined as two 
or more circumscribed periods of illness 
with an intercurring period during 
which the subject was asymptomatic. 


Findings 


1. General Character of the Outbreak 
(Summarized in Table |) 

In mid-July of 1958, the occurrence 
of mild febrile respiratory illnesses was 
noted with increasing frequency in fami- 
lies of the community under study, and 
illnesses of a similar nature were re- 
ported from the surrounding area. Be- 
cause of symptoms suggestive of pleu- 
rodynia in a few cases, the possibility 
of an etiological relationship to the Cox- 
sackie viruses was considered, and ac- 
cordingly, preliminary cultural studies 
were undertaken. Because throat and 
rectal swab cultures from several ran- 
domly selected cases proved to be posi- 
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tive in tissue culture for Coxsackie 
virus, the more complete, larger scale, 
controlled study reported in this paper 
was formulated. A total of 1,559 indi- 
viduals from 392 families, estimated to 
comprise 20 per cent of the community 
population, were studied. Using the 
criteria established to define illness, it 
was found that 31 per cent (488 sub- 
jects) of the population experienced at 
least one bout of illness during the 40- 
day period from late July to the end 
of August encompassed by the inter- 
view and family check-off cards. Sixty- 
five per cent of the families studied 
reported illness in at least one member, 
and in 43 per cent of the families, ill- 
ness involved more than one member. 
While no differences were noted ac- 
cording to sex, age was found to in- 
fluence the distribution of illness to an 
important degree. Subjects under 12 
years of age became ill with twice the 
frequency of those in the age group 
over 12 years, and disease occurred with 
greatest incidence in children under the 
age of six years. Contrary to what 
might be expected, the increase in inci- 
dence of illness with increase in family 
size, while present, was slight and not 
significant. Families living in multiple 
family dwellings, on the other hand, 


Table 1—Distribution of Illness 


Total subjects in study 1559 
Total families in study 392 
Total subjects ill 488 (31%) 
Male subjects ill 255 (32%) 
Female subjects ill 233 (31%) 
Subjects ill, 
ages 0-12 yrs. 312 = (42%) 
Subjects ill, 
ages over 12 yrs. 176 (21%) 
Families with one 
member ill 86 (22%) 
Families with more 
than one member ill 167 (43%) 
Families without illness 139 (35%) 
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experienced twice the degree of illness 
as families housed in single family units. 
However, since single-family dwellings 
in this community are assigned by cus- 
tom to personnel of long-term military 
service, and hence, to families more 
likely to have children in the group 
over six years of age, the influence of 
the housing unit size is perhaps more 
apparent than real, since the illness rate 
begins to decline with this age group. 
Illness among several members of a 
family was more common (43 per cent 
of families) than illness confined to 
only one member (22 per cent), and 
only 35 per cent of the families sur- 
veyed reported no illness at all during 
the study period. Approximately 11 
per cent of the population reporting 
illness experienced two or more circum- 
scribed episodes of illness of similar 
character during the 40-day period in- 
cluded in the survey. This is explained 
perhaps by the isolation of other viruses 
(Coxsackie B-3, ECHO, poliomyelitis, 
and adenovirus) from a few subjects, 
in contrast to the isolation of Coxsackie 
B-2 virus, the predominant organism. 

Cultures for streptococci proved to 
be largely negative. 

Although the pediatric clinic of the 
naval hospital serving the area reported 
seeing many patients with mild febrile 
illnesses, there was no increase in hos- 
pital admissions to the pediatric serv- 
ice, nor was there any increase in 
serious or fatal diseases among new- 
borns, such as have been reported in 
association with Coxsackie viruses in 

9 


recent years. 


2. Virus Isolations 


From 361 individuals comprising 23 
per cent of the subjects in the study, 
specimens were collected for viral cul- 


ture. Viruses were isolated from 12 
per cent (45) of the individuals cul- 
tured, and Coxsackie B-2. virus was the 
agent present in 78 per cent (35) of 
the positive cultures. The viruses found 
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in the remaining 12 per cent (10) of 
the positive cultures were adenovirus 
Type 1 (2), ECHO (3), poliomyelitis 
(4), and Coxsackie B-3 (1) viruses. 
Thus, Coxsackie B-2 virus was consid- 
ered to be the prevalent agent. In 
keeping with the fact (shown in Figure 
1) that illness occurred most frequently 
in subjects under 12 years of age, the 
viral isolation rate was higher in that 
age group (17 per cent) than in adults 
(4 per cent). 

It is of interest to note in a compari- 
son of the efficacy of monkey kidney 
and HeLa cell tissue cultures in the 
isolation of Coxsackie B-2 virus, that 
there were 21 specimens positive in 
monkey kidney culture, but negative in 
HeLa cells, and seven specimens positive 
in HeLa cells, but negative in monkey 
kidney culture. Thus, the yield using 
both cell types exceeds that of either 
type alone, but monkey kidney culture 
appeared superior to HeLa cells in this 
instance. No definitive efforts were 
made to isolate the virus in suckling 
mice, but inoculation of several of the 
specimens positive for Coxsackie B-2 
virus failed to produce illness in one- 
day-old mice. These observations, along 
with those of other investigators,'’" 
suggest that Coxsackie B viruses in 
some instances are best isolated in tissue 
culture. 

Since most of the cultures taken were 
from throat swabs, it is also of interest 
to note that in 18 children, from whom 
both throat and rectal swabs were ob- 
tained, there was no instance in which 
a throat swab was negative in the pres- 
ence of a positive rectal swab. In five 
of these children the same virus was 
isolated from both throat and rectal 
swabs. 

3. Clinical Manifestations 

As shown in Figure 2, which sum- 
marizes the clinical findings in 35 sub- 
jects from whom Coxsackie B-2 virus 
was isolated, the illness had the char- 
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acter of an upper respiratory infection 
with associated gastrointestinal symp- 
toms. The average duration of illness 
was five days. The findings are pre- 
sented only from subjects with positive 
cultures in order to define the char- 
acter of what might be called the typi- 
cal illness. Since the virus was isolated 
with greater frequency from the younger 
age group, the tabulation of findings in 
Figure 2 is more representative of the 
illness in children, but reflects quite 
accurately the character of the illness 
in the general population. Fever and 
sore throat were the most frequent com- 
plaints, while headache and diarrhea 
were reported by one-third of the sub- 
jects ill. Chest pain of a pleuritic nature 
was experienced by approximately one- 
fifth of the cases. It is to be noted 
that this tabulation of symptoms has the 
obvious limitations imposed by the in- 
ability of the younger subjects to voice 
their complaints with accuracy. 

The physical findings listed were 
noted during brief physical examina- 
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Figure 1—Illness and Coxsackie B-2 Virus Isolation Related to Age 
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tions conducted at the time of culture, 
and were not distinctive. Posterior 
pharyngeal lymphoid hyperplasia was 
the most prominent finding, while 
mucoid nasal discharge, pharyngitis, and 
tonsillitis were noted with lesser fre- 
quency. 


4. Correlation of Viral Isolation with Illness 


Table 2 relates the isolation of Cox- 
sackie B-2 virus to the occurrence of 
illness. Significantly, the virus was iso- 
lated from 15 per cent of the subjects 
cultured who reported at least one ill- 
ness occurring within the 40-day period 
encompassed by the interview and 
family check-off card, but from only 3 
per cent of the subjects cultured who 
remained well throughout this time. At 
this point, it must be emphasized that 
these individuals were cultured only 
once, and that the time of culture did 
not necessarily coincide with time of 
occurrence of illness. Furthermore, if 
the discussion is limited to subjects ill 
on the day of culture. it is seen that 
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Figure 2—Symptoms and Signs in Thirty- 
five Subjects with Coxsackie B-2 Virus 


virus was isolated from 21 per cent 
(17) of subjects ill and from only 6 
per cent (16) of subjects well on the 
day of culture—a statistically signifi- 
cant difference. 

In those persons who were well at the 
time of culture, but had experienced ill- 
ness within the preceding month, the 
viral isolation rate was 13 per cent, and 
in individuals well when cultured, but 
who developed symptoms within the 
ensuing ten days, the isolation rate 
was 9 per cent. Thus, as might be 
expected, the isolation rate was highest 
when cultures were taken at the time 
of illness. 

Although Coxsackie B-2 virus was 
isolated from four individuals reporting 
no illness during the study period, three 
of these were members of families in 
whom illness had occurred, while one 
was a member of a family without 
illness. 


5. Serology 


Since blood specimens were available 
from adults only, and illness occurred 
predominately in children, serological 
data were limited. Using a four-fold 


rise in neutralizing or complement-fix- 
ing antibodies to Coxsackie B-2 virus, 
or the occurrence of a high acute and 
high convalescent titer of these anti- 
bodies as the definition of “positive 
serological evidence,” 10 per cent (8) 
of the adult population bled (79) was 
found to present serological evidence of 
infection with Coxsackie B-2 virus. This 
finding is consistent with the 4 per cent 
virus isolation rate in adults. In only 
two cases was the virus isolated from 
individuals showing positive serology. 
On the basis of this evidence in adults, 
it is suggested that, had serological data 
in children been available, it would 
have supported the etiological impor- 
tance of the isolation of Coxsackie B-2 
virus in the younger age groups. 


Discussion 


From the clinical description of the 
illness studied in this outbreak, the 
etiological agent could not have been 
determined. The illness could not be 
characterized any more specifically than 
to regard it as a nonspecific febrile ill- 
ness, which could have had as its cause, 
a number of viral agents. It was simi- 
lar to what has been commonly called 
“summer grippe.” but because of the 
association of the term “grippe” with in- 
fluenza, it was referred to simply as 
“summer febrile disease.” Because of 
the highly significant association of the 
occurrence of illness with the isolation 
of virus from throat and rectal swabs, 
the outbreak was attributed to infection 
with Coxsackie B-2 virus. 

In reporting an epidemic of meningi- 
tis caused by Coxsackie B-5 virus in 
Mason City, lowa, Rubin, et al..° em- 
phasized the common occurrence of 
minor illness among contacts and fami- 
lies of infected individuals. In the 
outbreak presented, no cases of men- 
ingitis or other serious diseases, pos- 
sibly attributable to group B Coxsackie 
virus infection, were reported. The con- 
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tention that there are differences among — of Coxsackie B virus infections in the 
hosts in the type or degree of response study of a small series of naval recruits 


to infection with the same virus is sup- _in training in this area, while in a 
ported by the finding in this study recent Mississippi outbreak related etio- 
that while the viral isolation rate re- logically to Coxsackie B-2 virus,’* aseptic 

ce mained about the same among subjects meningitis was the principle manifes- 

* in the group under 12 years of age, tation. 

nS there was a significantly lower illness Although recent interest in Coxsackie 
rate in the group 6-12 years old. It virus infections has been directed toward 
is suggested that previous experience the more serious clinical entities of 
with the virus in the latter group, in meningitis and pericarditis, it is sug- 
some way modified the response of gested that studies of outbreaks as re- 


these individuals to infection with this ported herein are equally important in 
agent. Both illness and viral isolation determining the epidemiology of these 


rates were lower in adults who had still _infections and methods for their control. 
more opportunity for previous infection 
with the virus. Summary 

The occurrence of two or more epi- 
sodes of illness of similar character re- A clinical and laboratory investigation 
ported by some subjects is most likely | of a summer outbreak of febrile illness 
explained by the isolation in small num- in a community of military dependents 
bers of other viruses, in addition to at a large naval training station is 
the predominant Coxsackie B-2 virus. described. Isolation of Coxsackie B-2 
This emphasizes the nonspecific nature virus is related significantly to the inci- 
of many mild virus infections, and calls dence of illness, and is felt to be the 
to mind the variations in clinical mani- agent etiologically responsible. This 
festations which can occur in infections — study is an addition to the increasing 
with the same virus. Rosenbaum and body of information showing Coxsackie 
Schultz." for instance, found pharyn- viruses to be important causes of here- 


gitis to be the principle characteristic — tofore nonspecific febrile illnesses. 


Table 2—Isolation of Coxsackie B-2 Virus Related to Illness 
Total Subjects Cultured: 361 


Number in Positive Culture Negative Culture 
Subject Category Category Number Per cent Number Per cent P 
Ill one or more times dur- 
ing study period 194 29 (15) 165 (85) <0.01 
Well throughout study 
period 146 4 (3) 142 (97) 


Ill on day of culture 81 17 (21) 64 (79) <0.01 
Well on day of culture 259 16 (6) 243 (94) : 


Became ill within ten days 
after culture 

Ill within month preceding 

culture 


(9) 53 (91) 


Observations incomplete 
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It is increasingly accepted today that health departments have a major 


role to play in traffic accident prevention. 


The Pennsylvania 


Department of Health has been making progress in this field of 


public health activity. 


The story of its work and its 


achievements are clearly presented in this account. 


The author also indicates what remains to be done. 


CRASH ASSIGNMENT 


TRAFFIC ACCIDENTS SCRUTINIZED BY THE PENNSYLVANIA 


DEPARTMENT OF HEALTH 


C. L. Wilbar, Jr.. M.D., F.A.P.H.A. 


O* Fepruary 17, 1958, the city of 
Washington, D. C. was nearly par- 
alyzed because of a heavy snowstorm 
which had occurred the previous day. 
Despite weather conditions, .a meeting 
was held in Washington that day and 
the following day which has been desig- 
nated in the official report of the meet- 
ing as “an eminently successful one.” 
It was a Workshop on Traffic Safety 
sponsored by the Public Health Service. 
Present at this conference were eight 
representatives of state motor vehicle 
agencies and seven state health officers, 
as well as representatives from the 
Public Health Service, the American 
Association of Motor Vehicle Admin- 
istrators, the Automotive Safety Foun- 
dation, the Northwestern University 
Traffic Institute, and the Virginia De- 
partment of Highways. The object of 
the meeting was to bring about a better 
liaison between health authorities and 
those state officials responsible for driver 
licensing and driver improvement. 


SEPTEMBER, 1960 


As the workshop progressed, it be- 
came apparent to all of us present, even 
those who were somewhat resistant to 
the idea of health departments playing 
a major role in traffic accident preven- 
tion, that there was much desire on the 
part of motor vehicle administrators and 
automotive safety groups to have health 
departments supply the type of epidemi- 
ological approach, which health depart- 
ments are wont to use in other activities, 
to the area of traffic safety, particularly 
in regard to the human factors causing 
accidents. 

The possible roles of a state health 
department, as delineated at this meet- 
ing (and I should think these would 
apply to local health departments as 
well) are as follows: 

1. Assisting in the establishment of physi- 
cal standards by acting as a liaison agency 
between the motor vehicle administrator and 
medical personnel within the state 

2. Conducting statistical research using 
records now reposing in State Motor Vehicle 
Agency offices 
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3. Conducting applied research to help 
delineate the human factors which cause 
accidents 

4. Encouraging and stimulating universities 
and other groups and institutions to engage 
in research 

5. Assist in obtaining medical and related 
consultation for SMV administrators in solv- 
ing individual problems posed by drivers 
having an alleged physical, mental, or emo- 
tional defect. 


Information supplied at the confer- 
ence, both from personal knowledge 
of those present and from their reading 
of published accounts, indicated that as 
far as could be determined no major 
health department in the country was 
completely meeting all of these possible 
roles, although some health departments 
had programs established in the area 
of one or more of the roles. 


The Pennsylvania Story 


Partly as a result of this natural work- 
shop on traffic safety and partly due 
to previous planning, the Pennsylvania 
Department of Health, in mid-1958, 
established a Section of Traffic Epidemi- 
ology in its Division of Behavioral Prob- 
lems. The Division of Behavioral Prob- 
lems, headed by a_ psychiatrist, has 
responsibility, besides that for traffic 
epidemiology, for the department's pro- 
grams in the fields of alcoholism and 
narcotic addiction. 

Due to the problems to be considered 
in traffic epidemiology, it was decided 
that the person to head this section 
might ideally have both a medical de- 
gree and a law degree. The individual 
employed, Dr. Ross S. McConnell, meets 
these qualifications. The section at pres- 
ent consists only of Dr. McConnell and 
a clerk stenographer. 

The role of the State Health Depart- 
ment in this field was new and ques- 
tionable to some persons within and 
without the state government who have 
a major concern with traffic accidents. 
The organizations particularly concerned 


were the Governor's Traffic Safety Coun- 
cil, the Pennsylvania State Interdepart- 
mental Committee on Traffic Safety, 
and the Medical Society of the State 
of Pennsylvania. While all these groups 
were intimately concerned with traffic 
safety, in the middle of 1958 there 
was no representative from the health 
department on any of them. This was 
rapidly corrected by the secretary of 
health becoming a member of each of 
the two governmental groups and pre- 
senting the possible role of the State 
Health Department in traffic safety to 
the Board of Trustees of the State Medi- 
cal Society. After a little discussion, 
all these groups accepted—at first slowly, 
but later enthusiastically—the five points 
of the role of the health department 
in the traffic safety program as out- 
lined by the national workshop on traf- 
fic safety. 

With the role of the health depart- 
ment in this field delineated and agreed 
upon by leading traffic safety groups, 
the problem of priority of action pre- 
sented itself. Working almost entirely 
in the field of the human factors in 
accidents, the department, during the 
past year, has confined its activities 
in this endeavor to three subjects; the 
first dealing with physical and mental 
standards for licensing of drivers, the 
second concerned with the alcoholic and 
his driving ability, and the third in- 
volving a study of data on accident 
repeaters. 


Health Standards for Licensing Drivers 


In Pennsylvania motor vehicle and 
driver licensing is conducted by the 
Department of Revenue. While that de- 
partment, for a number of years, has 
sought aid and advice from the Depart- 
ment of Health regarding the physical 
and mental ability of individuals to 
drive who have had traffic accidents. 
the Revenue Department indicated it 
was most desirous of having uniform 
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physical and mental standards estab- 
lished for drivers by competent medical 
authorities and would be most happy 
to have the health department assist in 
obtaining these standards. 

The health department, serving in a 
liaison capacity, encouraged the Medical 
Society to establish subcommittees to 
prepare these standards, these subcom- 
mittees to be coordinated by the society's 
chairman for traffic safety, who is also 
a member of the Governor's Traffic 
Safety Council. Subcommittees were 
established at the October, 1958, annual 
meeting of the Medical Society of the 
State of Pennsylvania. The subcom- 
mittee titles approximate those used by 
the symposium on Medical Aspects of 
Motor Vehicle Accident Prevention held 
in December, 1956, by the New York 
University-Bellevue Medical Center and 
the Center for Safety Education, New 
York University... The subcommittee 
titles are: General Medicine, Cardio- 
vascular Diseases, Neurologic Disorders, 
Visual Standards, Auditory Standards, 
Orthopedic Standards, Mental Health, 
and Drug and Chemical Aspects. 

Using as reference material, besides 
the New York study just referred to, 
the Medical Guide for Physicians in 
Determining Fitness to Drive a Motor 
Vehicle, published by the Committee on 
Medical Aspects of Automobile Injuries 
and Deaths of the American Medical 
Association,* a report from Oregon on 
requirements regarding convulsive dis- 
orders and the extensive hearings on 
traffic safety before a subcommittee of 
the Committee on Interstate and Foreign 
Commerce of the House of Represen- 
tatives of the 84th Congress,* as well 
as other published studies and reports, 
the various subcommittees, made up 
largely of specialists, completed their 
report in the early part of the summer 
of 1959. The report was approved by 
the Board of Trustees of the Medical 
Society and forwarded to the secretary 
of health and the Governor's Traffic 
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Safety Council. The Traffic Safety Coun- 
cil has approved it in principal. How- 
ever, the neuropsychiatric section is, at 
present, being enlarged and may include 
some recommendations for psychological 
tests in driver licensing. Also, in the 
area of visual testing, the Pennsylvania 
Optometric Association has submitted 
a set of standards which are somewhat 
different from those submitted by the 
medical group. Attempts to resolve these 
differences are proving somewhat difh- 
cult, but it is fully expected that they 
will be resolved in the near future. 
To quote from the introduction of these 
prepared driver standards “Because of 
the sparsity and unreliability of statis- 
tical data, the standards which follow 
are based on an armchair analysis. 
Since automobile transportation is such 
an important economic factor, the em- 
phasis is on restricting rather than re- 
voking licenses. A functional approach 
has been attempted whenever possible. 
The diagnostic entity is important in 
predicting progression and recurrence 
of signs and symptoms.” There are three 
different groups of standards for three 
different groups of vehicle operators, 
namely, passenger transport operators, 
commercial operators, and private auto- 
mobile operators. 

The periodicity of examination of 
drivers is an important factor which 
must be considered both from an ideal 
and from a practical standpoint. The 
recommendations of this report are that 
“A physical examination should be 
given to drivers of all vehicles on initial 
application for drivers licenses. A _ re- 
examination should be given at the 
ages of 30, 40, 50, 60, 65, and every 
five years thereafter. When an indi- 
vidual has a restricted license he may 
be asked to take a physical examination 
at the request of the review board in 
addition to the periods listed above. 
The committee also suggests that forms 
for applications for operators licenses 
should have more detailed information 
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concerning medical defects pertinent to 
driving ability.” 

Before these standards become the 
official standards for Pennsylvania as 
approved by the secretary of revenue, 
neuropsychiatric and visual standards 
will need to be more fully agreed upon 
and the State Interdepartmental Com- 
mittee will agree on the 
standards. 


have to 


The Alcoholic and His Driving Ability 


Many investigations have shown that 
without a doubt the consumption of 
alcohol by drivers is a most significant 
factor in the causation of traffic acci- 
dents. These studies have dealt mostly 
with cross-sections of the population, 
and the methods used to combat the 
problem of drinking and the drinking 
driver are suggested as educational and 
punitive, such as getting across the idea 
“If you drive, don’t drink,” and using 
varying degrees of legal penalties. Long- 
term educational programs and severe 
legal restrictions where they have been 
tried in Sweden, Denmark, and some 
American communities unfortunately do 
not seem to have produced the desired 
results of reducing traffic accidents in- 
volving the drinking driver. 

We are making an attempt to deter- 
mine what part of this problem of 
traffic accidents involving the drinking 
driver may be due to the disease of 
alcoholism as compared with the portion 
of the problem due to the effects of 
alcohol on the casual drinker. 

The results of preliminary data col- 
lected in Pennsylvania are interesting. 
A review of the literature pertaining 
to the alcoholic and his driving ability 
by the chief of the Section of Traffic 
Epidemiology and representatives of the 
Library of the College of Physicians 
of Philadelphia located only three re- 
ports on this subject. Two of these came 
from Sweden and were published by 
Leonard Goldberg.4° The other report 


was a study made on drivers in Toronto, 
Canada, by Robert E. Popham.* Al- 
though testing of a larger number of 
individuals is desired, these studies all 
indicated that traffic accidents involving 
drivers who have been drinking are 
to a considerable extent a problem of 
alcoholism. 

The Pennsylvania Department of 
Health operates a state rehabilitation 
center for alcoholism on the grounds of 
one of the state mental hospitals where 
alcoholics are committed for treatment. 
The names of the 241 patients admitted 
to this center since it was opened five 
years ago were submitted to the Bureau 
of Highway Safety of the Department 
of Revenue to determine how many 
had been convicted under the section 
of the motor vehicle code having to 
do with “driving under the influence of 
alcohol.” It was learned that 12 had 
been convicted of driving under the 
influence during the past four years. 
Four years was chosen as the period 
to evaluate conviction since the Bureau 
of Highway Safety retires records which 
have been inactive for three years and 
suspension is automatic for one year 
for this conviction. Over this same 
period of time 4,865,000 licensed drivers 
in the state had a total of 14,138 con- 
victions for driving under the influence. 
This represents three-tenths of 1 per 
cent of all drivers. On the other hand, 
among the alcoholics treated at the re- 
habilitation center, 12 out of 241, or 
5.0 per cent, were convicted for driving 
under the influence, a figure 17 times 
larger than that for all drinking drivers. 
Further studies need to be done, but 
our findings tend to corroborate those 
reported in Sweden and Canada. 


Accident Repeater Data 


Statements are frequently bandied 
about concerning “accident-prone indi- 
viduals” and that “10 per cent of the 
drivers have 90 per cent of the acci- 
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dents” and other such statements. Some 
investigations have shown that these 
statements are not unfounded,’ but it 
appears that much research remains to 
be done to determine just what type 
of individual tends to have accidents 
and is definitely a dangerous driver, 
and what can be done to reduce the 
accident-proneness of such individuals, 
and at what point they should no 
longer be allowed to drive. 

The Philadelphia Office of the Penn- 
sylvania State Police over the last twenty 
years has collected data on some 20,000 
individuals in the eastern part of the 
state who have had two or more acci- 
dents during any one calendar year. 
These data have been recorded on a 
printed form, which has been uniform 
during this period, yet the data have 
not been statistically analyzed. The State 
Health Department is now attempting, 
at the invitation of the State Police, to 
study and analyze these data to make 
what use of them we can toward help- 
ing to determine just what kind of 
individuals have accidents. These data 
are obtained by asking certain ques- 
tions, by using certain screening devices 
and by giving road tests to the indi- 
viduals involved. 

Whether or not any analysis of these 
data will enable us to basically deter- 
mine what type of individuals have 
accidents, the examination involved, the 
personal interview, and the advice given 
by a state policeman has undoubtedly 
had some affect on the drivers subjected 
to this procedure. The physical tests 
are mainly concerned with vision, al- 
though an audiometer is used to deter- 
mine hearing ability and a test for re- 
action time is also included. 

Presently, the reliability of some test- 
ing devices is being studied by medical 
authorities. Included are tests for visual 
acuity, glare recovery and resistance, 
color vision, depth perception, and visual 
fields. There seems to be some agree- 
ment that hearing testing, color vision, 
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and probably reaction time testing may 
be of comparatively little significance 
as far as driving ability is concerned. 

Screening and analyzing significant 
data regarding accident repeaters takes 
some time, it appears, but it would 
seem to be definitely worth the effort. 


Conclusions 


1. The attitude and action of human 
beings constitute the most important 
factor involved in either the prevention 
or cause of traffic accidents. 

2. The human aspects of traffic acci- 
dent causation have not been given the 
attention and study they deserve com- 
pared to other aspects, such as vehicle 
construction, road construction, and 
signs. 

3. Health departments have a major 
role to play in traffic accident prevention. 

1. Health departments have been slow 
in assuming this role, although they 
have been working increasingly in the 
field of prevention of other types of 
accidents and although motor vehicle 
administrator and traffic safety organi- 
zations are urging health departments 
to substantially aid in the prevention 
program for this major killer and 
maimer, which occupies much of the 
spotlight of public interest. 

5. The Pennsylvania Department of 
Health has been making some progress 
toward meeting what seems to be its 
obligation in this field of public health 
endeavor. It has aided in having pre- 
pared, mainly by committees of the 
Medical Society of the State of Penn- 
sylvania, physical standards for the issu- 
ing, suspending or revoking of driver's 
licenses for passenger transport, com- 
mercial and private vehicle drivers. It 
has conducted preliminary studies on 
alcoholism as a factor in traffic acci- 
dents which indicate that the alcoholic 
is much more dangerous than the “social 
drinker.” It is under way in studying 
accident repeater data to help determine 
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Viruses as Causes of Disease in Man 


A recent count indicates that there are more than 50 different diseases of man 
which are known or believed to be induced by viruses. Although this is an impres- 
sive number, it is greatly overshadowed by the different viruses that can be recovered 
from human beings, a number that now stands at more than 150. Of these agents, 
some 30 are known to be associated with respiratory diseases, and a majority of 
the remainder may initiate infections in the respiratory tract, the outstanding portal 
of entry for viruses. 


(Frank L. Horsfall, Jr.. The J. Burns Amberson Lecture, The American Review, September, 
1959.) 
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This survey was undertaken to measure the public health significance of 
malnutrition in early childhood in Haiti. Protein-calorie malnutrition was 
found to be widespread in this age group, and the authors estimate 

that one out of 14 children were likely to have been suffering 


from kwashiorkor at the time of the survey. 


PREVALENCE OF PROTEIN-CALORIE MALNUTRITION 
IN HAITIAN PRESCHOOL CHILDREN 


D. B. Jelliffe, M.D., F.A.P.H.A., and E. P. Patricia Jelliffe, S.R.N. 


|" IS GENERALLY recognized that mal- 
nutrition represents one of the most 
important health problems in the Repub- 
lic of Haiti, and that this is particularly 
so in young children is suggested by the 
commonness of cases of kwashiorkor in 
the larger towns. 

The main purpose of the present sur- 
vey was to attempt to measure the public 
health significance of malnutrition in 
early childhood in Haiti by estimating 
its prevalence on a country-wide basis. 
With this in mind, a small mobile team 
spent a two-month period visiting a total 
of 24 rural villages distributed through- 
out all five of the country’s Departe- 
ments, as well as two groups of children 
in the slum areas of the capital, Port-au- 
Prince (Figure 1). In all, 1,322 chil- 
dren were examined in the vulnerable 
one-three-age group. 


Methods 


Owing to very poor rural communica- 
tions, scattered houses in mountainous 
regions, movement of villagers on the 
very frequent market-days and other 
factors, day-to-day selection of suitable 
circumscribed population samples pre- 
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sented difficulties; while all practical 
procedures employed had to be simple, 
rapid, and requiring very little inde- 
structible equipment capable of being 
transported for long journeys by jeep on 
mountain tracks. 

Basically, in each village the com- 
plete child population aged between one 
and three years was weighed and ex- 
amined clinically according to a nutri- 
tional schedule described elsewhere.' All 
the children were of predominantly Afri- 
can descent and of the lower socio- 
economic group. 


Protein and Calorie Deficiency 


While clinical cases of classical pedi- 
atric deficiency disease, such as rickets 
and scurvy, were very uncommon, it 
was found that malnutrition probably 
due to various combinations of protein 
and calorie deficiency was widespread. 


Methods of Assessment 


Three main simple modes of clinical 
assessment appeared to be available for 
use in the field in order to measure the 
prevalence of malnutrition due to pro- 
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Figure 1—Haiti, Showing 24 Villages and Two Slum Areas Surveyed. (Villages No. 3 
and 23 not included in analyses owing to incomplete examination of child popula- 


tion.) 


tein-calorie deficiency in this age-group. 
All had certain errors and limitations, 
and they best can be regarded as giving 
mutually complementary information. 


|. Assessment by Syndrome 


An attempt was made during the sur- 
vey to record the number of children 
whose general condition fitted into such 
recognizable clinical pictures as could 
be termed syndromes. The difficulty 
here, as appreciated by all working in 
this field in tropical pediatrics, is that— 
presumably as a result of such variable 
factors as types of weaning foods, length 
of breast feeding, presence and burden 
of intestinal parasites, associated infec- 
tions and inherent genetic difference— 
a kaleidoscopic variety of clinical pic- 


tures can, and does, occur, often being 
difficult or impossible to classify with 
certainty. 

Nevertheless, the following four syn- 
dromes were looked for in each village. 
diagnosis being made on the spot by 
clinical inspection. 


(a) Kwashiorkor—This well recognized syn- 
drome, probably due to severe protein lack 
in rapidly growing children, with some ade- 
quate or even a high intake of calories in the 
form of starchy largely carbohydrate foods, 
was the most objectively identifiable. Criteria 
for diagnosis were pitting edema (at least in 
the pre-tibial region), an obviously low body 
weight, wasted muscles, with at least relatively 
“normal” overlying subcutaneous fat, and 
apathy, as evidenced by silent listless inertness, 
even during the minor trauma of finger- 
pricking. Some degree of “moon-face” was 
usually present. One or more of the following 
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“variable” signs were often found, but were 
not regarded as necessary for diagnosis: hair 
changes (hypochromotrichia, sparseness, silk- 
iness, straightness, pluckability), hepatomeg- 
aly, classical “flaky-paint” dermatosis, and 
signs of associated vitamin lack, especially 
ariboflavinosis. 

(b) Incomplete Kwashiorkor—It has long 
been appreciated that, if classical cases of 
kwashiorkor are to be seen, then, equally, 
other less completely affected children must 
also occur. Apart from uncertainty in estab- 
lishing criteria for diagnosis, it is also difficult 
to know what to term these cases. “Pre- 
kwashiorkor” has been suggested, but can be 
rejected, as many of these children may never 
go on to develop the complete picture. It 
would seem better temporarily to call these 
cases “mild” or “incomplete” kwashiorkor. 

The criteria for diagnosis are the same as 
listed for kwashiorkor, save that edema is not 
present. It will then be appreciated that the 
diagnosis of this condition in the field was 
based largely on inherently inaccurate clinical 
judgment of low body weight, wasted muscles 
with relatively normal subcutaneous fat, and 
apathy. 

(c) Nutritional Marasmus — Diagnosis of 
this syndrome, probably due to an extremely 
low intake of all nutrients, including protein, 
was based on the clinical picture of a very 
low weight. with marked wasting of both mus- 
cle and subcutaneous fat, without edema, or 
significant apathy. Associated signs of avita- 
minoses and hair changes were sometimes 
present.2 

(d) Nutritional Dwarfing — Children with 
what is here called “nutritional dwarfing” pre- 


in Different Regions of the Country 


Table 1—Prevalence of Certain Nutritional Syndromes in Haitian Preschool Children 
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sented clinically as being obviously consider- 
ably underweight and undersized, while, at 
the same time, having relatively normal body 
proportions, including muscle and subcutane- 
ous fat relatively proportional to their body 
size. Apathy was not present and there were 
usually no other physical stigmata. These 
undersized, stunted children may be considered 
as due to severe growth retardation as a result 
of an inadequate, but relatively balanced, diet. 


Results 


The prevalence of kwashiorkor in the 
five Departements and the one slum 
group varied from 3 to 16 per cent, 
with an average for the whole country 
of 7 per cent. (Because of the diagnostic 
significance of edema, these results are 
identical with those for the “edema in- 
dex.”) (Table 1.) 

As expected the prevalence of “incom- 
plete kwashiorkor” was higher than 
classical edematous kwashiorkor, being 
10 per cent for the whole group. Nu- 
tritional marasmus was found in only 2 
per cent and nutritional dwarfing in 7 
per cent of the combined Departements 


(Table 1). 


2. Assessment by Nutritional Indexes 


Alternatively, attempts to assess the 
nutritional status of preschool children 


Number 
of 
Villages Number Incomplete Nutritional Nutritional 
or o Kwashiorkor Kwashiorkor Marasmus Dwarfing 
Departement Groups Children No. A No. % No. o%, No. % 
Nord-Ouest 2 86 8 9 6 7 2 2 5 6 
Nord 3 171 28 16 19 11 3 2 13 8 
Artibonite 7 300 13 4 34 ll 1 0 16 5 
Ouest 7 416 22 5 40 10 16 4 36 9 
Sud 5 6 20 P 1 8 


Combined 
Departements 24 
Urban slum 2 


Total combined 
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in a tropical country, such as Haiti, can 
be made from data obtained in the fol- 
lowing three ways:* 

(a) Vital statistics (i.e., one-four-year-old 
mortality rate). 

(b) Laboratory tests (i.e., plasma proteins, 
liver histology, and chemistry). 

(c) Clinical nutritional indexes. 


In the present type of field study, the 
collection of suitable vital statistics was 
impossible. The principal laboratory ex- 
amination. which might have yielded 
useful results, would have been an assess- 
ment of the total and differential plasma 
protein levels, although interpretation 
might have been difficult in view of such 
possible variable influencing factors as 
liver damage, intestinal helminths, and 
malarial infection. However, it was not 


possible to carry out this test, principally 


begause of problems with relation to 
_hemeblood from the external jugular 
or femoral veins of these small children 
in the remote villages visited and the 
effect of this procedure on the un- 
sophisticated peasant mothers concerned. 
A further problem would have been 
transport, not only refrigeration, but, 
more difficult to overcome, the mechani- 
cal hemolysis of the blood samples re- 
sulting from several hours journey by 
jeep over very poor roads. Liver biop- 
sies were also plainly impossible to carry 
out under field conditions. 

Reliance had, therefore, to be placed 
on the use of certain stigmata or meas- 
urable physical signs which were felt 
might be used as public health indexes 
of nutritional status, in the same ap- 
proximate way that the splenic index 
is employed in malarial surveys. Of the 
numerous physical signs recorded dur- 
ing the present survey, only three were 
considered as sufficiently constant as to 
he potentially useful as nutritional public 
health indexes*: (1) edema, (2) arm 
muscle and fat measurements, and (3) 


* Dr. J. Bengoa. Personal communication. 


hair changes. (Deviation of body weight 
could also be added here as a fourth 
index, but, in view of its special sig- 
nificance, it can be best considered sepa- 
rately later.) 

(1) Edema — According to most au- 
thorities, the two principle objectives, 
easily measurable and constant physical 
signs in the syndrome of kwashiorkor 
are the low body weight and edema, 
beginning in the feet, ankles, and lower 
legs. 

Edema was tested for in the pre-tibial 
region. Initially, moderate pressure was 
used with one finger for a period of 
twenty seconds, but this was soon short- 
ened to three seconds in view of the 
confusion arising from the slight pitting 
produced in normal children by pro- 
longed pressure, especially in the hot 
weather found in Haiti during the sum- 
mer months. In addition, the rule was 
adopted that if there was any doubt as 
to the validity of the pitting test, then 
edema was not recorded. 


Results 


The one to three-year-old edema index 
varied from 0 per cent to 23 per cent in 
different villages in Haiti (Table 2); 
while the figure among the slum children 
was 3 per cent. The over-all prevalence 
of edema in this age group in all the 
villages and two slum areas was 7 per 
cent. (A detailed consideration of possi- 
ble reason for this variation will be given 
elsewhere. ) 

Theoretically, other possible causes of 
edema in this group required differentia- 
tion, especially the nephrotic syndrome, 
severe hookworm anemia, and quartan 
malaria. In actual fact, all children 
with edema in this age group were 
found to be suffering from kwashiorkor. 
although field tests of the stools and 
blood film had to be carried out with a 
portable McArthur microscope in some 
cases.* 


(2) Arm Muscle and Fat Measure- 
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ments—It would seem possible that a 
useful, rough gauge of depletion of pro- 
tein and calories may be obtained by 
directly measuring the body’s principal 
stores—that is of subcutaneous fat as 
an index of calorie adequacy, and of 
voluntary muscle for evidence of protein 
depletion. 

Simple measurements of this sort were 
carried out on most of the groups of 
children studied. The middle of the right 
upper arm, overlying the center of the 
belly of the biceps, was chosen because 
of its easy accessibility while the child 
was sitting on his mother’s knee, the 
relatively circular nature of the limb at 
this point, the minimal involvement with 
edema, and the fact that other investiga- 
tors have also used this site. Two meas- 
urements were made: (a) the arm cir- 
cumference, and (b) the biceps skinfold 
(measured with standard pressure cali- 
pers over the anterior surface of the 
middle of the belly of the biceps mus- 
cle). 

Calculations—A cross-section through 
the middle of the upper arm shows that, 
excluding vessels and nerves, the limb 
can be visualized there as made up of 
two concentric circles—a smaller inner 
one formed by the humerus together 
with surrounding muscle, and also an 
outer circle formed by the actual arm 
circumference, containing humerus, 
muscle, and a thin peripheral ring of 
subcutaneous fat and skin (Figure 2). 

Measurements of either the diameter 
or the circumference of the humerus are 
not possible without radiological assist- 
ance and, in the present calculations, it 
is assumed that this bone does not vary 
as markedly in diameter in malnutrition 
as does the overlying fat and especially 
the muscle tissue, and its variations are 
ignored. 

Of the two measurements already re- 
ferred to, the arm circumference (C,) 
is in fact the circumference of what may 
be termed the muscle and subcutaneous 
fat compartments; while the skinfold (s) 
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C,-=arm circumterence 
d, diameter 


S=.d, 


S= skinfold (2x subcut tat ) 
dz = muscle diameter 


C,= Td, 


Co(muscle circumterence)= Td, 


Figure 2—Calculation 


represents twice the actual thickness of 
the subcutaneous fat. (As noted by Ham- 
mond, the skinfold measured is in fact 
a parallel-sided fold composed of two 
thicknesses of subcutaneous fat and 
skin.* ) 

Using these two measurements, it is 
possible to calculate the circumference 
of the “inner” circle composed prin- 
cipally of muscle (C,): 


measured outer or arm circumference 
skinfold thickness (i.e., twice the sub- 
cutaneous fat) 

diameter of arm; dz = diameter of muscle 
compartment 
di de 

di 

di— (a di—@ dz) 
(di—de) 


Ts 


1d, - (1d,-Td2) 
Td, - Wed, — do) 
=C,-Ts 


of Muscle Circumference. 


Results 


Two problems require consideration. 
First, the question of age (which will 
be considered later) and second, the 
absence of standards. The latter deficit 
was kindly made good by Dr. Verity 
Wills of the Medical Research Council 
Tropical Metabolism Research Unit, 
University College of the West Indies, 
Jamaica, who made available results of 
a large series of measurements of both 
biceps skinfolds and of arm circumfer- 
ences in mainly “normal” Jamaican chil- 
dren of similar ethnic type—that is of 
mainly West African descent—to those 
examined in Haiti. 

Based on these Jamaican figures, to- 
gether with personal observation of the 
range of results between apparently nor- 
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mal Haitian preschool children and those 
with kwashiorkor, arbitrary levels were 
selected for “low arm circumferences.” 
For children from 12 to 24 months, this 
was taken as 14.25 cm, and for the older 
children, 25-36 months, 14.5 cm. Both 
levels represent about 80 per cent of the 
Jamaican average figures. 

In the 19 groups examined in this 
way between 60 and 88 per cent were 
found to have a low arm circumference 
with an over-all average of 69 per cent. 

Calculation of the muscle circumfer- 
ence was undertaken in the seven vil- 
lages and two slum groups where skin- 
fold had been taken. 
Again arbitrary levels were selected 
based both on personal experience in 
Haiti and on calculations from the Ja- 
maican figures. A low muscle circum- 
ference was recorded with results of 12.5 
em or below 12-24-month-old children, 
and with 13 em or lower for 25-36- 
month-olds. (Again these levels repre- 


measurements 


sented about 80 per cent of the average 


for Jamaican children.) In the seven vil- 
lages of children so examined, 67 per 
cent showed a low muscle incumference. 

(3) Hair Changes—Four hair changes 
were recorded in all the children ex- 
amined — sparseness, straightness, silk- 
iness, and lightening of color. Details 
of the standards used and results ob- 
tained are to be given elsewhere. In 
brief, it may be noted that the possibility 
of employing a “hypochromotrichia in- 
dex” as a gauge of protein malnutrition, 
as suggested by an earlier investigation 
in Jamaica did not, in fact, appear to 
be straight-forward, owing to the lack of 
a clear-cut association of hypochromo- 
trichia with nutrition alone.*® 

An additional sign was looked for in 
the last 14 villages and in the two slum 
groups. This followed a suggestion by 
Dr. J. Bengoa, who advised us of at- 
tempts by Central American workers to 
use abnormally easily pluckable or de- 
tachable hair (pelo facilmente desprendi- 
ble) as a nutritional index of protein 
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malnutrition. The test is carried out by 
grasping a small clump of hair between 
the index finger and thumb over the 
crown of the head and pulling firmly 
for a second or two. Normally just a 
few hairs are pulled out, whereas in 
kwashiorkor a large number (i.e., 20- 
10) are removed both easily and pain- 
lessly. 


Results 


In the 14 villages so examined, easily 
pluckable hair was present in from 10 
to 65 per cent, with an average of 52 
per cent. 


3. Assessment by Weight Deviation 

For some years the Mexican school 
of nutritionists, under the direction of 
Dr. F. Gomez, have advocated the classi- 
fying of malnutrition in early childhood 
into categories or degrees depending 
upon the percentage deviation of the 
weight below the average or mean for 
the group (i.e., first degree malnutrition 
from 75 per cent to 90 per cent of the 
average weight, second degree from 60 
per cent to 75 per cent, and third de- 
gree below 60 per cent) 

As no Haitian standards are available, 
the average weights drawn up from 
mainly “normal” Jamaican children by 
Dr. Verity Wills were employed.* As 
usual with this type of survey in a rural 
tropical peasant group, difficulties were 
encountered with regard to the chil- 
dren’s ages. In a very few cases, birth 
certificates (extraits de naissance) were 
easily available, while, in a surprisingly 
high percentage, mothers did not know 
the child’s exact age, but could recite 
the day, month, and year (and even the 
hour and day of the week) of the child’s 
birth. 

In the rest of the mothers, it was pos- 
sible to arrive at least at the year of age, 
which could then be checked by refer- 


* These figures are themselves 20 per cent 
below average American figures. 
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ence to the date of local events, both 
political and natural. It may be noted 
that in this relatively young age group 
(one-three years), peasant mothers 
usually know how old their children are, 
but become less certain as the yegrs 
pass and the particular child increases 
in age and is succeeded by younger 
siblings. 

In the present survey, if the age was 
known with reasonable certainty, the 
weight recorded was compared with the 
Jamaican average for this exact age 
group. If, however. only the year of 
age was known, the Jamaican standard 
used was that of half-way through this 
year. Thus all children noted as being 
two years of age were compared with 
the Jamaican average for two and a half 
years. 


Results 


Classification of children seen in the 
five Departements and slum group into 
the three degrees of malnutrition 
showed: first degree from 34 to 43 per 
cent; second degree from 14 to 38 per 
cent, third degree from 1 to 8 per cent. 
The over-all average in the three degrees 
was respectively 37 per cent, 21 per cent, 
and 3 per cent (Table 3). 


Discussion 


Limitation of Methods 


All the methods of assessment em- 
ployed were found to have various 
limitations, disadvantages, and inaccura- 
cies. 

(1) Assessment by Syndrome—With 
exception of the kwashiorkor group, the 
lack of objectivity of this method meant 
that it was of relatively slight value for 
comparative statistical purposes. Many 
malnourished children could not be 
pigeon-holed in any of the four syn- 
dromes listed — the different clinical 
types of malnutrition in this age group 
make up a continuous spectrum with 
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many intermediate and indeterminate 
forms. 

This method, although it will always 
remain mainly based on clinical inspec- 
tion, plainly needs to be refined by cor- 
relating the results with measurements 
of the weight, height, arm muscle, and 
subcutaneous fat. In turn, this might 
enable a more precise definition of the 
various major syndromes by attempting 
to formulate certain diagnostic levels of 
weight, height, and proportion of muscle 
to fat. 

However. even if this refining of syn- 
dromal assessment were possible, it 
would still remain an incomplete meas- 
ure and too uncertain and time-consum- 
ing for routine public health work in the 
field. 

(2) Assessment by Nutritional In- 
dexes——Of the possible clinical indica- 
tors, the presence of pre-tibial edema is 
the most clear-cut, provided other un- 
common nonnutritional causes of edema 
are kept in mind and excluded. How- 
ever, the one to three years edema index 
has the obvious disadvantage that it 
only measures the prevalence of one 
severe form of protein-calorie syndrome, 
that is kwashiorkor, and gives no assist- 
ance in estimating the commonness of 
incomplete cases or of other syndromes. 

Muscle and fat measurements have as 
yet been used insufficiently in the field 
of tropical pediatrics, and, as with all 
anthropometric data, the lack of stand- 
ards remains a limiting factor. 

Moreover, in the arm measurements 
described and in the calculations made 
from them, certain approximations must 
be recognized. First, the arm circum- 
ference and the underlying muscle do 
not in fact form exact circles. The sub- 
cutaneous fat varies at different parts 
of the normal child’s arm circumference, 
being thicker over the triceps than the 
biceps; while alterations in fat deposits 
or of muscle thickness in malnutrition 
in this age group may not be uniform 
all over the body, so that the biceps 
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skinfold and the mid-upper arm meas- 
urements may not be representative. In 
addition, the measurements made are en- 
tirely linear, whereas the tissues to be 
measured—subcutaneous fat and muscle 
—ideally require assessment by volume 
or by weight. 

Apart from its value as an actual 
measure of subcutaneous fat. the biceps 
skinfold (or possibly an average value 
obtained from the skinfolds over the bi- 
ceps, triceps, and medial and lateral 
aspects of the upper arm) is needed to 
calculate the muscle circumference, and, 
although the calculation already out- 
lined (based on the formula C.=C, — 
7 s) is a simple one, it is necessary to 
consider if this is necessary, not from 
an anthropometric point of view, but 
when attempting to use muscle wasting 
as a nutritional public health index. 

In all protein-calorie syndromes in 
this age group. with the exception of 
certain cases of kwashiorkor (especially 
the so-called “sugar-babies”). deficient 
muscle appears to be accompanied by a 
slight or marked lowering of thickness 
of subcutaneous fat, so that a “positive” 
low muscle circumference is always ac- 
companied by a low arm circumference. 
Conversely, any severe decrease of the 
much smaller “compartment” formed by 
the subcutaneous fat appears to be al- 
ways accompanied by marked muscle 
deficit, as, for example, in both nutri- 
tional marasmus and nutritional dwarf- 
ing. 

However, certain more fatty cases of 
kwashiorkor, especially in the occasional 
child with “sugar-baby” kwashiorkor, 
which is seen in Haiti as in Jamaica,* 
there exists the possibility that increased 
subcutaneous fat may sometimes “com- 
pensate” in thickness for underlying 
wasted muscle. That this can very oc- 
casionally occur in the extreme sugar- 
baby type of kwashiorkor was con- 
firmed in the present survey. 

It is then suggested that, for practical 
public health purposes, the “positive” 
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low arm circumference can tentatively be 
equated with a low muscle circumference 
and hence considered as an index of 
wasting or poor development of muscle. 
This appears to be confirmed by the close 
similarity of these two indexes—low arm 
circumference (73 per cent) and low 
muscle circumference (67 per cent)— 
in the seven Haitian villages where both 
measurements were made. 

With regard to the presence of easily 
pluckable hair, certain problems and 
ambiguities have to be considered. First, 
it is a difficult test to define precisely, 
with such variables as how hard the ob- 
server pulls and how many hairs so 
plucked constitute a positive result. In 
addition, local scalp conditions, such as 
extensive infected seborrhoea, are com- 
mon in this age group in Haitian vil- 
lage children and appear also to be asso- 
ciated with easily pluckable hair. Also, 
a practical point deserving considera- 
tion is that children in this age group, 
especially boys in the third year of life. 
frequently have their hair either shaved 
or cut very close so that testing for this 
sign becomes impossible. 

More importantly, it has not yet been 
established that easily pluckable hair is 
either a relatively constant feature of 
protein-calorie malnutrition (with the 
exception of kwashiorkor)., or, con- 
versely, that it cannot occur with other 
diseases, such as anemia. 

However, despite these criticisms, and 
despite the obvious need for further 
standardization of the test and for inves- 
tigation of its correlation with malnutri- 
tion, it certainly deserves further trial as 
a simple field index. 

(3) Assessment by Weight Deviation 
—The Gomez system of classification by 
weight deviation has certain limitations. 
Obviously. unless carefully excluded, 
wasted children with infective disease, 
such as tuberculosis or with dehydration, 
may be included and, indeed, in some 
cases it may be an academic considera- 
tion as to whether or not they should be 
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included as examples of secondary or 
conditioned malnutrition. 

Second, the Gémez classification 
plainly does not differentiate between the 
different forms of malnutrition, that is 
between the various syndromes, al- 
though. and of as much importance, it 
does permit an approximate grading as 
to prognosis. Thus, although children 
with third degree malnutrition in a 
village will usually comprise both cases 
of kwashiorkor and nutritional maras- 
mus. all will be seriously ill children 
with a poor prognosis. In fact, in some 
situations, the classification by weight 
may aid in formulating public health 
policy as to the disposal of malnourished 
children detected in the health clinics. 

This classification is undoubtedly one 
of the most important devices for meas- 
uring the public health significance of 
protein-calorie deficiency disease in this 
age group, as in each syndrome a low 
hody weight is a constant finding. Dif- 
ferentiation into the three degrees per- 
mits a grading of the nutritional status 
of a preschool child population which 
cannot be achieved in any other way. 

It is therefore suggested that the sim- 
plest and most reliable field method of 
assessing the prevalence of protein- 
calorie deficiency in preschool tropical 
children is by a combination of (a) the 
edema index, (b) the Gomez weight 
classification, and (c) the low arm cir- 
cumference index. The apparatus re- 
quired for these tests is very simple and 
junior staff can easily be trained to per- 
form them. The main difficulty will be 
in setting up standards for the last two 
methods. 

Other possible parameters—based on 
syndrome, subcutaneous fat, calculated 
muscle circumference, and easily pluck- 
able hair—may give valuable ancillary 
information, but either require more 
elaborate methods and much greater ex- 
penditure of time, or are based on 
standards which are, at least at present, 
even more difficult to define. 
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Situation in Haiti 


The actual situation in Haitian pre- 
school children in the lower socioeco- 
nomic group can then be considered in 
light of figures obtained during the sur- 
vey for the three main nutritional in- 
dicators mentioned above in the coun- 
try’s five Departements and the com- 
bined urban slum group (Table 3). 

As can be seen, there is a considera- 
ble, but not complete. parallelism be- 
tween findings in the three categories, 
particularly marked, for example, in the 
uniformly low results in the Departe- 
ment du Nord. Possible reasons for 
the differences in both villages and De- 
partements will not be discussed in the 
present short account, but will be dealt 
with in full elsewhere. 

In broad terms, however, the survey 
has demonstrated that, in contrast with 
the uncommonly seen classical textbook 
nutritional syndromes,  protein-calorie 
deficiency is widespread in this age 
eroup and forms a huge public health 
problem. Thus. of the whole 1.322 chil- 
dren examined the edema (or kwashi- 
orkor) index was 7 per cent. suggesting 
that, in this age group at this socio- 
economic level and in the country as a 
whole, approximately one out of 14 
children were likely to have been suf- 
fering from kwashiorkor in the summer 
of 1958 at the time of the survey. 

That other severe forms of malnutri- 
tion due to protein-calorie lack are com- 
mon is suggested by the classification 
of the children by weight deviation, 
which shows 37 per cent with first de- 
gree malnutrition, 2] per cent with sec- 
ond degree, and 3 per cent with third 
degree, giving an all-embracing figure 
of 60 per cent for children seen in the 
survey with first, second, and third de- 
grees of malnutrition. 

Lastly, confirmatory evidence of wide- 
spread protein-calorie deficiency is in- 
dicated by the fact that 69 per cent of 
all the children examined showed what 
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was considered to be an abnormally low 
arm circumference, probably principally 
related to wasting or poor development 
of muscle tissue. 

All in all, the survey results suggest 
that, whereas the prevalence of kwashi- 
orkor is 7 
malnutrition due to deficiency of pro- 
tein and calories is much commoner 
and affects about two-thirds of the pres- 
ent-day Haitian one to three-year-old 
children in the lower 
group. 


per cent, some degree of 


socioeconomic 
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Occupational Importance of lonizing Radiation 


Even if one considers only the occupational aspect of radiological health, its 
scope and predictable growth are truly formidable: It is estimated that 175,000 per- 
sons are currently employed in atomic energy industry. Thousands of other workers 
are engaged in operations involving the use of x-rays and radioactive substances. 
Two thousand hospitals and other institutions are licensed to use radioisotopes for 


medical purposes. 


. . The rapid growth in the past few years in the number of 


workers dealing with radioactive materials is as nothing compared with the growth 


we shall see in the immediate years ahead. 
(David E. Price, M.D. Is Man Becoming Obsolete ? 


Public Health Reports, August, 1959.) 
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EDITORIALS 
The 1960 Annual Meeting 


N™ MONTH our Annual Meeting 
will be held in San Francisco. At 
least once every decade we have gath- 
ered on the West Coast and _ public 
health workers from all over the nation 
have had the pleasure of spending a 
few days working and playing in that 
delightful clime. 1951. the last time 
we met in San Francisco, seems but a 
short time ago. And yet it is a startling 
commentary on our rapidly changing 
technology to realize that then most 
of us traveled by train. This year our 
traveling time from the far reaches 
of the nation will approximate in hours 
what it was in days not too long ago. 
So time is no longer a significant deter- 
rent; though unfortunately travel ex- 
penses may still be difficult to come by. 

What kind of investment does attend- 
ance at the Annual Meeting represent? 
Primarily it represents an investment in 
two precious commodities: professional 
education and self-government. 

With regard to the first point, no- 
where in the world is there presented 
to public health workers so excellent 
an opportunity to be reminded of 
long-standing fundamentals and to hear 
anew of fresh developments in every 
conceivable field related to health. It 
is, and some would say this critically, 
an extravaganza of new ideas as well 
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as modifications of old ones. The most 
common complaint in recent years has 
been “There are too many things going 
on. I couldn’t attend all that | wished 


to.” May it always be so! For, so far, 


there is no evidence that offering a 
varied and extensive intellectual diet 
has the deleterious effects that may 
follow an overabundance of physical 
nutrients. 

The preliminary program appears else- 
where in this issue of the Journal. But 
simply to illustrate the wide scope of 
subject matter to be covered we should 
mention that the topics presented will 
include new developments in dental re- 
search, problems of institutional living. 
immunization against measles. microbio- 
logical aspects of frozen food produc- 
tion, out-of-wedlock births. school mental 
health programs. and many, many 
others. If you are looking for new 
areas of interest—fields which may now 
be just over the horizon in public health 
—you may wish to look for presenta- 
tions on the following subjects: con- 
trolled photosynthesis, nutritive value 
of waste-grown algae, genetics and epi- 
demiology of glaucoma, epidemiology 
of reactions to marketed drugs, and 
the behavioral scientist's “profile of the 
health officer.” 

Two extremely interesting symposia 
have been planned. That. on the open- 
ing day will provide a discussion of 
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man in his changing environment, with 
cultural, environmental, and political 
factors to be stressed. The final sym- 
posium on the closing day will provide 
for the field of cancer control the same 
kind of round-up of new developments 
applicable to field programs as was 
given last year for heart disease control. 

With regard to the second point, self- 
government. the Annual Meeting also 
serves a unique role. For it is here 
each year that policy actions are taken 
by the Governing Council on the basis 
of reports presented by the Association 
Committees that serve as guidelines for 
the developing field of public health 
in the United States. Sometimes these 
matters are highly controversial. At 
our 1959 Annual Meeting, policy state- 
ments were approved by the Governing 
Council on population control and on 
the role of public health in medical 
care, neither of which were precisely 
bland topics at the moment. There was 
a brisk debate in the Council con- 
cerning an amendment of the 1958 
statement on provision of medical care 
for the aged. And the open hearings 
held by the Resolutions Committee for 
the past several years were well attended, 
with a great many forceful presentations 
of opinion by the participants. 

This year. through the efforts of the 
Public Policy and Legislation Commit- 
tee. a compilation has been made of 
past policy statements adopted by the 
Governing Council and this material 
has been circulated to Council mem- 
hers, Section officers, and Committee 
chairmen. It should provide the basis 
for more substantial policy resolutions 
than ever before to fill gaps and bring 
up to date outmoded statements. This 
years Council sessions should be in- 
teresting indeed. 

Every member and Fellow of the 
Association has a responsibility for tak- 
ing part in this process of establishing 
an Association position on important 
matters which face us today and which 
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will shape the public health practice of 
tomorrow. You do not have to be a 
member of the Governing Council to 
be heard. Through your Section Council 
and through the hearings of the Reso- 
lutions Committee every one has an 
opportunity to put forth his ideas and 
to fight for their inclusion in the final 
document. 

Nearly everyone loves San Francisco, 
with the possible exception of certain 
other West Coast communities which 
share the advantages that make tha! 
city attractive to the rest of us. It is 
a stimulating and invigorating city 
which has been the birth place of many 
new ideas and many new action pro- 
grams. This year’s meeting will be one 
of hard work and good fellowship. We 
hope to see you there! 


“I'm Only Half Here" — 


TALKING ABOUT absenteeism of 
women in industry, we refer to physi- 
cal absenteeism. What about psycho- 
logical absenteeism, or “absenteeism on 
the job?” The body is there but. says 
the woman, “I’m only half here.” Where 
is she, then, the essential she? 

lago Galdston has said “A woman 
is a uterus surrounded by a support- 
ing organism and a directing person- 
ality.” Simone de Beauvoir, in her 
preface to a wonderful human docu- 
ment recently published by a French 
woman gynecologist.* quotes one of her 
correspondents: “Pour la femme, la 
liberté commence au ventre.” 

When a woman says “I’m only half 
here” it most often and most simply 
means that her essential self is lingering 
—from need for solace, from anxiety. 
from fear, from a sense of failure. from 
a desire for revenge, or even from 
delicious anticipation—in that area that 
is governed by her central self. and 
that is central to her life, the core of 
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her being. She may be celibate, mar- 
ried yet unmarried, unmarried yet mar- 
ried, divorced or widowed, or even 
just plain married—yet this will be so. 

Men will laugh. Men have. laughed, 
for people scoff at what they do not 
understand and they fail to understand 
what their own sense of inadequacy 
does not allow them to face—truth that 
comes close to sensitive areas. But 
thoughtful professional women are aware 
of these things. Why, then, have these 
not spoken up on behalf of their less 
articulate sisters? Because such in- 
sights are always arrived at by two 
roads—the autobiographical and _ the 
didactic—the most articulate woman will 
quail at the thought of unveiling her 
own road of discovery to one and all, 
even in the interests of science and 
her profession. And, let us face it, the 
men have been so didactic about the 
didactic road as to discourage women 
from even the attempt to correct blatant 
falsities. 

What is the stake of puble health 
here? No more—but certainly no less 
—than that of medicine in general: 
First, an awareness of the need for 
study of this large and largely-undefined 
area that can and does shadow or 
hamper the achievement score of the 
woman whether at work or at life. 
Following awareness, some attempt to 
define the size of the problem and the 
nature of its component parts: abortion, 
whether legal or illegal, frigidity. promis- 
cuity, involuntary childlessness, venereal 
disease, sex needs of the not-yet-married, 
the once-married and the not-truly-mar- 
ried, illegitimacy, disparity of sexual ap- 
petite between partners—any one of these 
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areas can involve emotion-laden con- 

flicts and anxieties so disabling that it 

should surprise us when a woman en- 
meshed in them is able even to be half- 
there. 

Most of us who deal with a patient’s 
somatic health problems—heart disease, 
tuberculosis, etc.—are free of these con- 
ditions ourselves, and therefore we can 
deal with them in relative objectivity. 
But this is far less true in the psycho- 
sexual area, where few of us have re- 
mained totally uncrippled by the mores, 
taboos, and distorted attitudes our so- 
ciety inflicts upon us. In understanding 
and helping people in trouble in this area, 
we shall be understanding and helping 
ourselves—and this will help move so- 
ciety toward stabilization of the World 
Health Organization’s tripod of health: 
complete physical, mental and _ social 
well-being. 

Of course to move ahead, first in 
awareness and then in action, we shall 
be moving upstream against the cur- 
rent of our own fears. and the courage 
to move against fear is best to be found 
in fellowship. We shall find that needed 
fellowship among our mental health and 
social scientists. We shall also find it 
when what Quakers call concern leads 
us into closer identification with people 
in trouble. 

1. Sti, M. S. (Ed.). (A report on a conference 
o ganized by the Planned Parenthood Federation of 
America.) Abortion in the United States. New York: 
Hoeber-Harper, 1958 


2. Weill-Hallé, L. La Grand-Peur d’Aimer. Paris: 
René Julliard, 1960. 


The Journal is indebted to Mary Steichen 
Calderone, M.D., M.S.P.H., F.A.P.H.A., medi- 
eal director, Planned Parenthood Federation 
of America, Inc., New York. N. Y., for the 


above editorial. 
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APHA ANNUAL MEETINGS 


1960—October 31-November 4—San Francisco, Calif. 
1961—November 13-November 17—Detroit, Mich. 


Agency Memberships 


When the Arden House Task Force 
proposed an extension of APHA activi- 
ties and services, it recognized the fact 
that additional income would be neces- 
sary in order to support them. One 
aspect of the thinking on which these 
recommendations were based was that 
no longer could the Association think 
primarily in terms of services and ad- 
vantages to individual members. In 
today’s complex society. groups—and 
agencies made up by those groups- 
form an inescapable part of most that 
is done to improve people’s health. 

During the past three years many 
of the recommendations made at Arden 
House have been put into action: We 
now have a legislative office in Wash- 
ington and a continuing liaison not 
only with Congress but with the federal 
agencies having to do with health; we 
have a professionally staffed Western 
Regional Office working in close coop- 
eration with the Western Branch of 
APHA to provide services to our affili- 
ates in that area; we have a full-time 
professional staff member assigned to 
professional education and its many 
ramifications; and we have an addi- 
tional trained and experienced public 
health administrator on the staff for 
professional program development and 
agency consultation. 

These additional services were made 
possible initially through “unearmarked” 
grants from three foundations, amount- 
ing to $115,000 annually for a three- 


1370 


year period. Those grants were solicited 
frankly and honestly on a_ short-term 
basis to enable the initiation of the 
expanded services during a three-year 
period. The hard core of additional 
Association income which needed to be 
built up to or replace the “soft” money 
of the grants is coming from three 
sources. The first is represented by the 
action taken by the Governing Council 
in 1957. increasing individual member- 
ship and Fellowship dues modestly. This 
was done with no loss of membership 
and with an added income which has 
helped us keep pace with increasing 
costs, but has not provided funds for 
additional personnel. 

The second source of additional in- 
come was to be through expanded sup- 
port from industry in the form of 
Sustaining Memberships. Activities are 
under way to expand this segment of 
our income but so far the results have 
not been spectacular. 

The third source of base income. 
and probably the most significant, is 
in the form of a new type of member- 
ship. Provision for Agency Member- 
ships was made by amendment to the 
Constitution and By-Laws following the 
Arden House recommendations, by the 
Governing Council in 1957. This type 
of agency support for a national organi- 
zation has been used by a number of 
other professional groups in a substan- 
tial fashion. It recognizes the incon- 
trovertible fact that agencies as well 
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as individuals can benefit by the serv- 
ices of our Association. 

The sequence of development of 
Agency Memberships in APHA has been 
as follows: First, state health depart- 
ments, on the assumption that unless 
the official health agency in a state 
approved and participated in this kind 
of support it would be unsound to ap- 
proach other health agencies; second, 
local health departments, particularly 


in those states where approval of Agency — 


Membership and participation had been 
achieved by the official state agency; 
and third, other health agencies at the 
state and local level of a nonofficial 
nature. 

During 1959, after meetings with the 
Executive Committee and the full mem- 
bership of the Association of State and 
Territorial Health Officers, the staff was 
encouraged to proceed along these lines. 
The results during the first half of 1960 
have been most encouraging indeed. 
Thirteen state health departments have 
signified their intention of taking out 
Agency Membership and 11 of these 
have actually received approval for such 
membership and paid their first year’s 
dues. In addition, one local health 
department and a graduate school of 
public health have completed their elec- 
tion as Agency Members. 

The fees are based on the formula 
prescribed by our By-Laws and have 
ranged, for state health departments, 
from $250 to $6.300. The total of their 
commitments amounts to approximately 
$15,500 annually. 

Ohio had the honor of being the first 
Agency Member; and the San Joaquin 
Local Health District in California broke 
the ice for the local departments. The 
states signed up so far are: California, 
Florida. Maine, Montana, New Jersey, 
North Carolina, Ohio, Oklahoma, Penn- 
sylvania, Washington, and Wisconsin. 

This is a memorable beginning for 
a new type of financing for your Asso- 
ciation. With over 25 per cent of the 
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states providing support during the first 
half year that Agency Membership was 
offered we would seem to be encouraged 
in believing that our expanded program 
can be maintained and that the concept 
of teamwork and mutual support be- 
tween official and nonofficial health agen- 
cies has once more been affirmed. 


San Francisco Committee 


Dr. Ellis D. Sox, director, San Fran- 
cisco Department of Public Health, and 
Dr. Malcolm H. Merrill. California state 
director of public health and the Asso- 
ciation’s President are chairman and 
co-chairman, respectively, of the Local 
Committee working for the comfort, con- 
venience, and entertainment of delegates 
to the San Francisco Annual Meeting. 
Myrtle Cavanaugh, P.H.N., San Fran- 
cisco Department of Public Health, is 
vice-chairman. 

Honorary chairmen of the committee 
are: The Honorable Edmund G. Brown, 
Governor of California; The Honorable 
George Christopher, Mayor of San Fran- 
cisco; and The Honorable Sherman P. 
Duckel. chief administrative officer, City 
and County of San Francisco. 

Chairman of the subcommittees are: 
Finance—Richard Koch, M.D. 
Information—Kathleen Henry, P.H.N., with 

Joy Lock, P.H.N., and Margaret Carlsmith, 

M.D., co-chairmen 
Meeting Rooms Services—John C. Kelterer, 

R.S. 

Publicity—Robert Clarke 
Entertainment—Mrs. Ellis D. Sox, with Mrs. 

Malcolm H. Merrill, co-chairman 
Reception—Margaret Miller, M.D., with Fran- 

cis Curry, M.D., Erwin C. Braff, M.D., 

Doris L. Robinson, P.H.N., Helen Chester- 

man, P.H.N., and A. B. Crowley, R.S., as 

co-chairmen. 


For Fun and Recreation in San Francisco 


Now that the Program Committee has 
nearly completed its monumental task 
of assembling a scientific program in- 
volving some 100 speakers in more than 
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100 sessions as the foregoing pages in- 
dicate, the Local Committee steps for- 
ward with an outline of its plans for the 
entertainment of delegates during the 
week of October 31. 

San Francisco offers so many fascinat- 
ing opportunities, the committee's chief 
problem was one of selection. There is 
to be a special APHA nightclub party 
the first evening. Monday. Several of 
the city’s outstanding nightclubs will be 
visited, a drink of choice will be served 
in each, and a floor show will be viewed. 
The famous “Top of the Mark” with 
its fabulous view of San Francisco and 
the Bay Area are included in this tour 
and also the beautiful Fairmont Hotel 
atop Nob Hill. 

A luncheon and fashion show of au- 
thentic ancient Chinese designs and 
robes and their adaptation to the pres- 
ent-day fashion world is scheduled for 
Tuesday for the ladies. A champagne 
tasting party and a visit to the Paul 
Masson winery is offered for Wednesday 
afternoon. 

An evening in Chinatown is a feature 
for Wednesday evening. A complete 
Chinese dinner. a cable car ride to Nob 
Hill. and a guided tour through the 
largest Chinese community in the West- 
ern world are promised. 

On Thursday morning the ladies will 
he especially interested in a visit to the 
quaint artist colony and yachting com- 
munity of Sausalito with luncheon at the 
Alta Mira Hotel. 

Also for the ladies a headquarters and 
coffee lounge will be maintained in the 
White and Gold Room on the Main Floor 
of the Whitcomb Hotel from 9:30 a.m. 
to 11:00 a.m. daily. Coffee will be served 
by members of the Woman’s Auxiliary 
of the San Francisco Medical Society. 
While it is the wives of delegates and 
delegates on the distaff side whom the 
local ladies look forward to greeting. a 
husband accompanying his wife will not 
he denied a cup of midmorning refresh- 
ment. 
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The “musts” which the Local Com- 
mittee recommends to delegates to do 
on their own include a cable car ride; 
a visit to the world famous waterfront, 
the Embarcadero— Ferry Building; 
Fisherman’s Wharf; the Latin Quarter; 
Chinatown, of course; the Portsmouth 
Plaza—Robert Louis Stevenson’s spot; 
Coit Tower and Telegraph Hill; Golden 
Gate Park; the Ocean Beach area: the 
Civic Center. Detailed information about 
easy public transportation to these and 
other points of interest in San Francisco 
will be provided in the final program 
given to each delegate as he registers or 
at the Hospitality and Information Desk 
in Civie Auditorium. 

Tours to Muir Woods and the giant 
redwood trees and to other surrounding 
points will be arranged for individuals 
or groups of delegates by the local sight- 
seeing companies who will have repre- 
sentatives in Civic Auditorium. 


Pan-Pacific Public Health Conference 


A perfect ending to a perfect week in 
San Francisco is to jet plane for four and 
a half hours further over the blue Pacific 
to attend the Pan-Pacific Public Health 
Conference in Honolulu. The scientific 


program of the conference is presented 


elsewhere in this issue and a word about 
other things which await the lucky 
traveler taking the tour sponsored by 
the Hawaii Public Health Association in 
cooperation with the APHA is not amiss. 

The headquarters hotel is the Ha- 
waiian Village. Waikiki’s largest. finest 
beach hotel with five swimming pools. a 
private lagoon, and a variety of restau- 
rants and nightclubs. 

A hospitality hour there from 6:30 
p.m. to 7:30 p.m. on Sunday starts off 
the social life. Monday is given over to 
scientific sessions, and an all-day Circle 
Island tour of Oahu occupies Tuesday. 
Wednesday morning there is a trip to 
Kewalo Basin and a cruise to view bat- 
tleship row and the sunken U.S.S. Ari- 
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zona and the Utah, Hickam Field, and 
Ford Island. The afternoon is free but 
there are optional tours aplenty for 
which arrangements may be made. A 
luau—native feast—will be served in 
the evening at the Hawaiian Village with 
entertainment by excellent Hawaiian, 
Tahitian, and Polynesian talent. 

A pineapple cannery tour is the at- 
traction on Thursday morning. 


ASSOCIATION NEWS 


optional tours or leisurely independent 
sightseeing, bathing, or plain lazy loaf- 
ing. Departure from Hawaii will be on 
Sunday, November 13. 

Members of the Association have re- 
ceived the brochure announcing the Pan- 
Pacific Public Health Conference and 
have been advised to make their reser- 
vations through the Pan-Pacific Public 
Health Conference, Post Office Box 2198, 


On Friday and Saturday there are Honolulu, Hawaii. 


Crucial: ‘Rehabilitation means . . ." 

The “Report on Rehabilitation of Chronically Ill and Disabled Persons in San 
Francisco” is the fourth of a series of reports emanating from a study carried out 
over the last three and a half years by the Community Health Services Committee 
of the Health Council of the United Community Fund of San Francisco. 

In its Conclusions and Recommendations the committee sets forth “Some 
Sources of Confusion” regarding chronic disease and rehabilitation in the area. 


Rehabilitation has come to mean many different things to different people during 


the past 50 years. For example, rehabilitation is synonymous with orthopedics in 
some circles. On the other hand, the growth of “humanitarian motivation in re- 
habilitation has required the introduction of many technics beyond the traditional 
orthopedic approach. It has also raised new questions as to medical, social, and 
economic goals and responsibility.” The committee suggests a simple definition for 
the word: “Rehabilitation is the process of decreasing dependency of the handi- 
capped or disabled person by developing to the greatest extent possible those abiii- 
ties needed for adequate functioning in his individual situation.” Many of the 
committee's recommendations stem from its rationales for different elements of this 
definition. 

Backing up the committee’s conclusions are 161 pages of research data. This 
material, with abundant references, is so presented that it might well double as a 
textbook for students in the field and as a possible pattern for reporting similar 
Irving Babow, Ph.D.. staff research consultant, prepared the text. 
$2.50 from the United 


studies elsewhere. 
Malcolm S. M. Watts. M.D.. was chairman of the committee. 
Community Fund of San Francisco, 2015 Steiner St., zone 15. 
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Street Plan of San Francisco Showing Location of Civic Auditorium and 
Housing Bureau Hotels (Letter indicates Zone) 
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HOTELS AND RATES 
Hotel Single Double Twin Beds Parlor Suite 


Alexander Hamilton ... $10.00-14.50 $13.00-18.50 $13.00-18.50 $20.00-60.00 


Bellevue eves 8.00-10.00 10.00-12.00 12.00- 15.00 20.00-25.00 
Beresford ee ee $.75- 5.50 6.00 6.50 
Beverly Plaza .... 7.00- 8.00 10.00-11. 10.00-12. 20.00 
Broadmoor ....... 7.00 8.00 10.00 
Californian ....... 8.50- 11.00 10.50-13.5 11.50-14.00 22.00 
Canterbury 10.90-17.00 12.00-19. 14.00-20.00 25.1% 
Cartwright 6.50 7.50 8.50 

7.50- 8.5 9.50-10.5 11.00-12.00 
Chancellor 7.00 9.00 10.00 
‘ 13.00-21.06 16.00-23.00 
Colonial 8.00-12.00 12. 15.00-20.00 
Commodore . 6.00-12.100 8.00-14.00 10.00-16.00 
Devonshire . 6.00-- 6.5 8.50 8.50-10.00 
Drake Wiltshire 10.00-11 12.00-14.00 15.00-16.00 
El Cortez aA 10.00-12.00 11.00-14.00 20. 26.00 
Fielding . 8.00-10.00 9.00-12.00 20.04) 25.00 
9.00 12.00 
10.00 12.00 


Franciscan 
Gaylord 

Golden State 5. 00 8.00 8.50- 9.00 

Jack Tar 2.00-22.00 16.00-26.00 32. 80.00 
King George 8.00-10.00 10.00-- 14.00 

Lankershim .... 5.00- 7.00 8.00 

La Salle 7.00 

Leland 5 5.00- 8.50 7. 10.00 

Mark Hopkins 5.00-19.0 19.00-23.00 19.00-23.00 

Olympic pose 5.5 3. 7.50-11.00 8.50-10.00 

Oxford 7. 3 8.00- 9.00 9.00-10.00 


Fe 


Paisley owe 5. 6.50 7.00 

Pickwick eee 5. 7 6.00- 9.00 6.00— 9.00 

‘ 7. 9.50-13.50 10.00-14.50 20.00 
St. Francis 22.00 13.00-20.00 16.00-25.00 30.00-55.00 
Senate 5. 00 6.00- 7.50 9.00 

Sheraton Palace 13.85-20.50 13.85-20.50 25.00-150.00 
Sir Francis Drake . 11.00-16.00 13.00-17.00 16.00-22.00 35.00-50.00 
Stewart . 7.0%-12.00 9.00-14.00 11.00-18.00 26.00-30.00 


Sutter oe TT 5.00 7.00 9.00 8.00-10.00 


40 ver =z 


Whitcomb 10,00-12.00 11.00-16.00 12.00-16.00 25.00-60.00 


= 
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A Housing Bureau will be operated by the 
San Francisco Convention and Visitors Bureau 
for the Association. Since all requests for 
rooms are handled in chronological order, 
it is recommended that you send in your appli- 
cation as quickly as possible. 


In making hotel reservations please use the 
blank below, indicating your first, second, and 
third choice of hotels listed. Because of the 
limited number of Single Rooms Available, 
you will have a better choice of securing ac- 
commodations in the hotel you prefer if your 
request calls for rooms to be occupied by two 
or more persons. Rates quoted are for the 
room, and in case of double occupancy, the 
rate will be shared. 


No Minimum Rates, or any specific rate 
within the full price range quoted, can be 
guaranteed when your reservation is confirmed. 
Hotels make every effort to give you the re- 
quested rate. However, this is governed by 


prior check-outs and availability of such rooms 
on the date of your arrival. 

All Requests Should Be Accompanied by 
a Deposit Check for $10 per room made out 


SAN FRANCISCO ANNUAL MEETING, OCTOBER 31-NOVEMBER 4 


ASSOCIATION NEWS 


to the APHA Housing Bureau. Hotels can- 
cel unclaimed reservations by 4:00 p.m. There- 
fore, a deposit is requested to insure that your 
reservations will be held on your arrival date— 
whatever the hour. Your deposit will be 
credited to your account. Please Do Not 
Send Cash. 


Cancellations: Cancellations must be received 
15 days prior to the meeting for refunds of 
your deposit to be made by the hotel. 


Late Requests: Applications Received 
Later Than October 16 (15 days prior to 
the opening date of the convention) will be 
returned. In such cases please select your 
own hotels and write to them direct. 


All reservations must clear through the Hous- 
ing Bureau. All requests must give definite 
date and approximate hour of arrival and 
names and addresses of all persons who will 
occupy rooms requested. 


ALL RESERVATIONS WILL BE CON- 


FIRMED IF REQUEST IS RECEIVED 
NOT LATER THAN OCTOBER 16. 


MAIL TO: 


APHA HOUSING BUREAU 
Room 300, 61 Grove Street 
San Francisco 2, California 


PLEASE MAKE RESERVATIONS NOTED BELOW: 


Second Chalice ated 


Third Choice Hotel .... ......... 


NAMES OF ALL OCCUPANTS: 


(Please bracket those sharing a room) 


(Note: Single rooms are very scarce. Please 
} arrange to share a twin-bedroom with another.) 


Single 


Double Bedroom 


Parlor, 
P.M. 


ADDRESSES: 


Chock Gor Goins cckssve payable to APHA Housing Bureau js enclosed. Please enclose a self-addressed stamped envelope. 


MAIL CONFIRMATION TO: (Signed) 
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Preliminary Program of the Scientific Sessions 


88th Annual Meeting 
American Public Health Association 
and 
Meetings of Related Organizations 
San Francisco, California 


October 31—November 4, 1960 


Civic Auditorium is headquarters for the meeting and all scientific 


sessions will be held there, unless otherwise noted. 


The 88th Annual Meeting officially opens on Monday morning at 
10:00 with the Association Symposium. This general assembly for 
all delegates will take place in two rooms, Polk Hall and Larkin Hall, 
Civic Auditorium. The subject is “Man and His Changing Environ- 
ment.” The first APHA section meetings are scheduled for Monday 


afternoon and continue through Thursday afternoon. 


Related organizations will meet on Monday evening, Wednesday 
afternoon and evening, and Thursday morning. Some will meet on 
Sunday as indicated in the following pages. They will also meet 


jointly with APHA sections during the week. 


A second Association Symposium will bring the 88th Annual 


Meeting to a close on Friday noon. 


Sessions of the Pan-Pacific Public Health Conference, to be held 
in Honolulu on the Sunday and Monday following the San Francisco 


meeting, are also listed. - 


The Registration Desk, in the entrance lobby of Civic Auditorium, 
will open at 8:30 a.m. on Monday, at which time final programs will 
be available. Everyone is expected to register. The registration fee 


is $8.00, with exemption for nonmember husbands and wives. 
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PRELIMINARY PROGRAM 


Sunday 


American School Health Association and the 
California School Health Association 
2:00 P.M. Whitcomb Hotel. Crystal Room 


Presiding: Lyda M. Smiley, R.N. 


HEALTH, EDUCATION, AND WELFARE OF SCHOOL-AGE 
CHILDREN 


Health. Robert H. Alway, M.D. 
Education. Helen Heffernan. 
Welfare. Marie Fielder, Ph.D. 


Summarizer: Delbert Oberteuffer. Ph.D. 


American School Health Association 
8:00 PM. Whitcomb Hotel. Carmel Room 


Presiding: L. M. Corliss, M.D. 


Functions and Opportunities of Study. Committees of the American School 


Fred V. Hein, Ph.D. 
Donald A. Dukelow, 


Health Association. 


and 


M_D., L. 


Responsibilities of School Physicians. 
Richard Bonvechio, H.S.D. 


Eye Health. Caroline Austin. 


Health Guidance in Secondary Schools. William E. R. Whiteley, H.S.D. 


Special Address: Implications of Behavioral Studies for Health Education. 


Ralph W. Tyler, Ph.D. 


Association of Teachers of Preventive Medicine 


Whitcomb Hotel, Corinthian Room 


8:30 A.M. 
9:30 A.M. 


Registration 


General Session 


THE USE OF RESEARCH IN THE TEACHING OF PREVENTIVE 
MEDICINE 


Research in Departments of Preventive Medicine in the United States. Robert 
E. Shank, M.D. 


School and Community Health Studies as a Source of Teaching Data. Theodore 
H. Ingalls, M.D. 


(Cont.) 
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Sunday 


Continued from preceding page. 
Research and Teaching Opportunities in a University-Centered Child Health 
Program. James M. Mather, M.D., and John H. Reed, M.D. 


Research in Medical Care and Its Implications for Teaching. Cecil G. Sheps, 
VW.D.. and Glenn G. Lamson, Jr. 


Board Certification and Graduate Education in Preventive Medicine. Tom F. 
Whayne, M.D. 
2:00-4:00 P.M. Panel Groups 
Corinthian Room 
Short-Term Research Programs. Elton Newman, M.D. 
The Los Angeles Heart Study. John M. Chapman, M.D. 
Research in Patient Care. T. Franklin Williams, M.D. 
California Room 
Philadelphia Pulmonary Neoplasm Project. Katharine R. Boucot, M.D. 
Short-Term Research Programs. Salvatore P. Lucia, M.D. 
Research in Patient Care. Edward F. Marra, M.D. 
Marshall Room 
Hospital-Acquired Infection. Mark H. Lepper, M.D. 
Research in Comprehensive Care. Garth Johnson, Ph.D. 
Use of Medical Care Research Data in Medical Teaching. Sidney S. 
Lee. M.D. 
White and Gold Room 
Short-Term Student Research. Duncan W. Clark, M.D. 
Research in Family Care. Robert W. Quinn, M.D. 
Respiratory Disease in a Student Population. Alfred S. Evans, M.D. 
Room 236 
Respiratory Disease in Normal Families. Harry A. Feldman, M.D. 
The Project Method in Integrated Teaching. Alexander Robertson, M.B. 


Rehabilitation and Home Care. Count Gibson, M.D. 
4:15-5:00 P.M. Business Meeting. Corinthian Room 
Presiding: William L. Fleming, M.D., President 
6:30 P.M. Dinner Meeting. Corinthian Room 


Presidential Remarks. William L. Fleming, M.D. 


Annual Address. Research Achievements in Social Medicine in Great Britain 
in the Last Decade. Thomas McKeown. M.D. 
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PRELIMINARY PROGRAM 


Sunday 


California School Health Association 
8:00 A.M.-12:00 Noon 


Whitcomb Hotel: Toyan Hall, Georgian Room, 
Marshall Room, White and Gold Room 


Conference of Municipal Public Health Engineers 
2:15 P.M. Jack Tar Hotel, Telegraph Hill A and B 


Presiding: Arthur Wallach. M.S.S.E. 
Ernest B. Davis, B.C.S., and Sam A. Kimble. 


4 Case for Administration. 


8:00 P.M. Jack Tar Hotel, Telegraph Hill A and B 


Presiding: Tom S. Gable. M.P.H. 


Committee Reports. 


Conference of Public Heaith Training 


Afternoon and Evening Sessions—Whitcomh Hotel, Georgian Room 


Conference of State and Provincial Public Health 
Laboratory Directors 
9:15 AM. Whitcomb Hotel. Carmel Room 


Presiding: Howard L. Bodily, Ph.D. 


Establishment of Radiologic Health Services in a Public Health Laboratory. 


Arnold E. Green berg. 


Critical Review of Laboratory Methods in Air Pollution Studies and Control. 


Harold L. Helwig, Ph.D. 


William J. Durham. 


Antibiotics and Pesticides in Foods. 


Direct Exclusion Method for Phosphates in Milk and Milk Products. R. L. 
Morris and Josephine E. Cerny, B.S. 


2:15 P.M. Whitcomb Hotel. Carmel Room 


Presiding: Francis C. Lawler. Sc.D. 
Public Health Streptococcal Control Programs by Use of the Fluorescent 
Antibody Technic. David Brand, M.D. 


Swimming Pool Granuloma. Speaker to be announced. 


A Review of Research Grant Potentialities—Where, When, and How to Apply. 


Speaker to be announced. 


A Simplified Presumptive Water Medium. Ben E. Diamond, M.S. 


Fluorescent Antibody Identification of the Gonococcus. William J. Brown. M.D. 
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Sunday 


Governing Council, American Public Health Association 
2:00 P.M. Sheraton-Palace Hotel, Concert Room 
Open Meeting. All Members of the Association Are Welcome 
6:30 P.M. Sheraton-Palace Hotel, Rose Room 


Dinner and Evening Session for Governing Council Members 


Mental Health—Public Health and Psychiatric Nurses 
9:30 AM.—4:30 PM. 


University of California Medical Center 


Villberry Union Building. 2nd and Parnassus Avenues 


HOW DO MENTAL HEALTH CONCEPTS MAKE NURSING MORE 
EFFECTIVE? 


Society of Public Health Educators 
Jack Tar Hotel, El Dorado Room 
:30-12:00 Noon Morning Session 

2:30- 2:30 P.M. Luncheon Session 


2:30- 5:00 P.M. Afternoon Session 


Monday, 8:30 A.M., 9:00 A.M., and 10:00 A.M. 


8:30 A.M., Registration Opens, Civic Auditorium 
— Everyone Is Expected to Register — 


9:00 A.M., Opening of the Exposition, Civic Auditorium 


10:00 A.M., Opening Session, The Association Symposium, 
Civic Auditorium 
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PRELIMINARY PROGRAM 


Monday, 10:00 A.M. 


Association Symposium 
Concurrent Sessions in Larkin Hall and Polk Hall, Civic Auditorium 
MAN AND HIS CHANGING ENVIRONMENT 


Larkin Hall 
Presiding: Marion W. Sheahan, R.N., President-Elect, American Public 
Health Association. 


Keynote Speaker: Edward Stainbrook, Ph.D., Professor and Chairman, 
Department of Psychiatry, University of Southern California School of 


Medicine, Los Angeles, Calif. 


Discussants: 
Historical Perspective. George Rosen, M.D., Professor of Health Edu- 
cation, Columbia University School of Public Health and Ad- 


ministrative Medicine, New York, N. Y. 


Health Administration. Ralph E. Dwork, M.D., State Director of 
Health, Columbus, Ohio. 


Engineering. Frank M. Stead, P.E., Chief, Division of Environmental 
Sanitation, State Department of Public Health, Berkeley, Calif. 


Public Administration. Speaker to be announced. 


Polk Hall 
Presiding: Malcolm H. Merrill, M.D., President, American Public Health 


Association. 


Keynote Speaker: Abel Wolman, Dr.Eng., Professor of Sanitary Engineer- 
ing. Johns Hopkins University, Baltimore, Md. 


Discussants: 


Historical Perspective. Fred B. Rogers, M.D., Professor of Preventive 
Medicine, Temple University School of Medicine and Hospital, 
Philadelphia, Pa. 

Health Administration. Ellis D. Sox, M.D., Director of Public Health, 


City and County of San Francisco. 


Social Science. N. J. Demerath, Ph.D., Director and Professor of 


Sociology, Social Science Institute, St. Louis, Mo. 


Public Administration. Speaker to be announced. 


Monday, 1:30 P.M. 


Committee on Resolutions, 
American Public Health Association 
Sheraton-Palace Hotel, Comstock Room 


Public Reading of All Resslutions Received by the Committee 
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Monday, 2:15 P.M. 


Dental Health Section 


Civic Auditorium, Room 200 


Presiding: Carl L. Sebelius, D.D.S., Chairman. 


THE DENTAL HEALTH SECTION IN ACTION 
Committee Reports. 
Section Affairs. General Discussion. 


Election ot Officers. 


Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, the Conference of 
State Sanitary Engineers, and the National 
Association of Sanitarians 


Civic Auditorium, Larkin Annex 


Presiding: illiam Gibson. PLE. 


NEW WRINKLES ON OLD FACES 

Distribution of Bacteria in Swimming Pools. Elliot C. Dick. Ph.D.. and Ivan F. 
Shull, M.P.H. 

Germ-Free Sanitary Engineering. John L. Hickey, M.S.S.E. 

Georgia Looks at Food Protection. Louva G. Lenert, P.E. 


Sanitation Through Community Services. Karl M. Mason, P.E. 


Ss 


Application of Management Technics to Government Operations. Morton 


Hilbert. P.E. 


A ommunity Program on Cross-Connections. Henry Ongerth. MLP.H. 

Model Food Ordinance — New Developments and Approaches. William V. 
Hickey. 

Milk Sanitation—Need for New Technics. Everett C. Handor}. C.E. 

Global Water Supply Program—Spearhead of Progress. Edmund G. Wagner. 
B.S.C.E. 

Public Relations for Environmental Health Programs. Herbert J. Dunsmore. 


P_E.. and Herbert R. Domke, M.D. 
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PRELIMINARY PROGRAM 


Monday, 2:15 P.M. 


Epidemiology, Maternal and Child Health, and 
Public Health Nursing Sections 
Civic Auditorium, Polk Hall 


Presiding: Philip E. Sartwell, M.D. 


GENETICS 


Current Concepts in Human Genetics. 


Curt Stern, Ph.D. 


An Epidemiologic Approach to Inherited Disease Susceptibility. Thomas D. 
Dublin, M.D., and Baruch S. Blumberg, Ph.D. 


Genetics and the Epidemiology of Glaucoma. Robert N. Shaffer, M.D. 


Richard Koch, M.D. 


Genetics and Phenylketonuria. 


Discussant: June L. Triplett, R.N. 


Food and Nutrition Section 


Civic Auditorium, Room 405 


Presiding: Franklin C. Bing, Ph.D., Chairman. 


THE FOOD ADDITIVES PICTURE—1960 


What Food Additives Are and What They Are Used For. 
PhD. 
Toxicological Aspects of Food Additives. Paul R. Cannon, M.D. 


John F. Mahoney, 


What Food Companies Do to Insure Safety in Their Products. B. F. Daubert, 
PhD. 
Discussion Leader: Harold W. Schultz, Ph.D. 


Health Officers Section 


Civic Auditorium, Room 404 


Presiding: John J. Hanlon, M.D., Chairman. 


John D. Porterfield, M.D. 


Reorganization of the U. S. Public Health Service. 


Research in a Local Health Department—Administrative Implications for the 
Health Officer. Leon Taubenhaus, M.D. 
Experiences in Establishing a Hospital-Centered Public Health Program. 
Jesse B. Aronson, M.D. 


Discussion. 


Business Session. 
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Monday, 2:15 P.M. 


Laboratory Section 


Civic Auditorium, Room 401 


Presiding: Ernest H. Runyon, Ph.D. 


SYMPOSIUM: MYCOBACTERIA AND MYCOBACTERIAL 
INFECTIONS 

Current Status of the Taxonomy and Nomenclature of the Mycobacteria. 
Charles C. Shepard, M.D. 


Methods and Problems in the Isolation, Differentiation, and Identification of 


Mycobacteria. Seymour Froman, Ph.D. 


Cutaneous Reactivity and Cross-Reactivity Engendered by Mycobacteria: Indi- 
cations of Geographic Distribution. Carroll E. Palmer, M.D., and Lydia B. 
Edwards, M.D. 


Mycobacterial Diseases in India. Emil Bogan, M.D. 
Immunological Tests for Mycobacteria. Robert C. Parlett, M.D. 
Panel Discussion: How Should Mycobacterial Diseases Be Reported? 


Panel Participants: 
James O. Bond, M.D. Thomas William Lester, Jr.. M.D. 
Horace E. Crow. M.D. W. H. Oatway, Jr.. M.D. 
Albert V. Hardy. M.D. Edward A. Piszczek, M.D. 
Katharine H. K. Hsu. M.D. E. C. Prather. M.D. 
Daniel E. Jenkins. M.D. 


Laboratory Section 


Civic Auditorium, Room 402 


Presiding: Albert V. Hardy. M.D. Chairman. 
Business Session. 
Research, or Stay Behind! Albert V. Hardy. M.D. 


Q Fever Vaccine for Intradermal Sensitivity Testing in Man. David B. Lack- 
man, Ph.D.; E. John Bell, Ph.D.; J. Frederick Bell, M.D.: and Edgar G. 


Pickens. 


Immunization of Man Against Measles: Potential Vaccines and Problems. Joel 
Warren, Ph.D.; Ernest C. Cutchins, Ph.D.: and Mary J. Gallian. B.S. 


Potential Role of Ultraviolet Light in Controlling Hospital Infections. Howard 
E. Lind, Ph.D., and Mary L. Sullivan, M.S. 
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Monday, 2:15 P.M. 


Laboratory Section 


Civic Auditorium, Room 409 


Presiding: Lorraine Friedman. 


SYMPOSIUM: FUNGAL INFECTIONS 


Active Immunity in Coccidioidomycosis. 
Natural and Laboratory Features. Demosthenes Pappagianis, Ph.D. 
Immunization of Mice with the Spherule-Endospore Phase of Coccidioides 


Hillel B. Levine, Ph.D. 


Considerations in the Evaluation of Serologic Tests in Mycotic Diseases. 
Charlotte C. Campbell, B.S. 


immitis. 


The Epidemiology of Superficial Fungous Infections of the Glabrous Skin. 
Rudolf L. Baer, M.D. 


Newer Concepts on the Etiology and Transmission of Candidiasis of the New- 
born. Philip J. Kozinn, M.D., and Claire Taschdjian, M.S. 


Medical Care Section 


Civic Auditorium, Room 301 


Presiding: Leonard S. Rosenfeld, M.D. 


DRUG COSTS AND UTILIZATION IN MEDICAL CARE PROGRAMS 
General Perspective of Drugs in Medical Care. S. J. Axelrod, M.D. 


Joseph F. Follmann, Jr. 


Drug Coverage in Prepayment Planning. 


Drug Evaluation from Point of View of Practitioner and Administrator. Mindel 
C. Sheps, M.D. 


Drug Benefits in Public Medical Care. Alonzo S. Yerby, M.D. 


Business Session (4:00 P.M.). 


Mental Health and School Health Sections, and the 
American School Health Association 


Civic Auditorium, Larkin Hall 


Presiding: Mildred E. Doster, M.D. 


MENTAL HEALTH PROGRAMS IN SCHOOLS 


The Role of a Local Health Department in Developing a School Mental Hea!th 
Paul R. Ensign, M.D. 


Program. 


(Cont.)} 


SEPTEMBER, 1960 


Monday, 2:15 P.M. 


Continued from preceding page. 


Mental Health Evaluation by School Teachers Through the Use of a Health 
and Symptom Inventory; and the Application of this Technic to a Fol- 
low-up of Treated Emotionally Disturbed Preschool Children. Leon Eisen- 
berg, M.D.: Mrs. Milton Landowne; Daniel M. Wilner, Ph.D.; and Stanley 
D. Imber, Ph.D. 


A School Administrator's Responsibility for Mental Health Services in the 
School. Morris Hamburg, Ed.D. 


Discussant: William G. Hollister. M.D. 


Statistics Section 


Civic Auditorium, Room 403 


Presiding: Mortimer Spiegelman. M.B.A., Chairman. 


SOME RECENT DEVELOPMENTS IN HOSPITAL STATISTICS 
Statistics from the Professional Activities Study. Vergil N. Slee, M.D. 
National Hospital Statistics in Canada. Fraser F. Harris and J. B. Davis. 


Application of Life Table Methods to a Study of Outpatient Psychiatric Clinic 
Services. Anita K. Bahn, D.Sc. 


Discussant: Morton Robins. M.S.P.H. 


Business Session. 


Monday, 4:00 P.M. 


Occupational Health Section 
Jack Tar Hotel. California Room 


Business Session. 
Nomination of Section Officers. 
Committee Reports: 
Subcommittee on Workmen’s Compensation. John J. Ritter, M.R.S.H. 
Membership Committee. Melvin M. Udel, M.D. 
Joint Committee on Medical Care Implications of Workmen’s Compensa- 
tion. Herbert K. Abrams, M.D. 
Status of Certifying Boards. Report of Section Secretary. Mitchell R. 
Zavon, M.D. 


Discussion. 
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PRELIMINARY PROGRAM 


Monday, 5:30 P.M. 


Reception to the President of the American Public Health 
Association 
Rotunda in City Hail, Civic Center 


All Registered Delegates and Exhibitors Are Invited 


Dental Health Section 
Social Hour—5:30-7:00 P.M. Sheraton-Palace Hotel, English Room 


Monday, 6:30 P.M. 


*Committee on Medical Care Teaching of the Association of 
Teachers of Preventive Medicine 
Dinner and Evening Session—Jack Tar Hotel, Telegraph Hill A and B 


Presiding: Jonas N. Muller, M.D. 


PRESENT AND FUTURE IMPLICATIONS OF HEALTH AND 
WELFARE PLAN DEVELOPMENTS FOR MEDICAL EDUCATION 


Summary of Recent Developments in Health and Welfare Programs in Cali- 
E. Richard Weinerman, M.D. 


fornia. 


The Influence of Medical Care Programs on Medical Education. Lenor S. 
Goerke, MD. 


*Conference of Public Health Veterinarians 


Dinner and Evening Session—W hitcomh Hotel, Georgian Room 


*Conference of State and Provincial Public Health 
Laboratory Directors 


Dinner and Evening Session, Preceded by Social Hour at 5:30 P.M. 


Whitcomb Hotel, Vista Room 


Old Uses for New Glass. Kimble Glass Company. 


Morris Scherago, D.V.M. 


Presentation of the Kimble Methodology Award. 


* Tickets will be on sale at the Registration Desk. 
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Monday, 6:30 P.M. 


*Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, the Conference of 
State Sanitary Engineers, and the National 
Association of Sanitarians 
Annual Stag Dinner, Preceded by Social Hour at 5:30 P.M. 


Jack Tar Hotel. El Dorado Room 


Master of Ceremonies: Frank M. Stead. P.E. 


Monday, 8:00 P.M. 


American Association of Public Health Physicians 
Jack Tar Hotel, Califernia Room 


American National Council for Health Education of the 
Public, and the Public Health Education and 
School Health Sections 


Jack Tar Hotel, International Room 


Presiding: Henry van Zile Hyde. M.D. 


INTERNATIONAL HEALTH EDUCATION 


American School Health Association 
Whitcomb Hotel. Carmel Room 


Presiding: Delbert Oberteuffer. Ph.D. 
Lyda M. Smiley, R.N. 


Report of the President. 


Report of the Executive Secretary. A. O. DeWeese. M.D. 


Election of Council Members. 


TEACHING IN CONTROVERSIAL AREAS 


Health Textbook Content in Controversial Areas. Margaret J. M. Greenslade. 


H.S.D. 


Gage G. Wetherill, M.D. 
Gilbert M. Shimmel. Ed.D. 


The San Diego Sex Education Program. 


Content and Method in Controversial Areas. 


* Tickets will be on sale at the Registration Desk. 
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PRELIMINARY PROGRAM 


Monday, 8:00 P.M. 


F Association of Business Management in Public Health 

BY Whitcomb Hotel, Corinthian Room 

q a Presiding: Ernest B. Davis, B.C.S., President. 

Business Session. 


Association of Schools of Public Health 
Whitcomb Hotel, Marshall Room 


Open to Members and Invited Guests 


Monday, 9:00 P.M. 


Medical Care Section 


Social Hour—(Cash Bar), Sheraton-Palace Hotel. Room 285 


Tuesday, 7:45 A.M. 


*Association of the Alumni of the Columbia University 
School of Public Health and Administrative Medicine 


Breakfast Session—Jack Tar Hotel; California Room 


Presiding: Fred B. Rogers, M.D.. President. 


Cleveland Health Museum, National Advisory Council 


Breakfast Session—Whitcomb Hotel, California Room 


*Tulane University Alumni 
Breakfast Session—Jack Tar Hotel, Presidio Room 


* Tickets will be on sale at the Registration Desk. 
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Tuesday, 9:15 A.M. 


Dental Health Section 


Civic Auditorium, Room 203 


Presiding: Carl L. Sebelius, D.D.S., Chairman. 


TOPICAL FLUORIDE EVALUATION 

Moderator: Donald J. Galagan, D.D.S. 

\ Critical Review of Topical Fluorides. Sholom Pearlman, D.D.S.; Cecilia 
Conroy, M.S.; and Leland C. Hendershot, D.D.S. 

The Experimental Use of a Stannous Fluoride-Silex-Silicone Prophylaxis Paste 
in a Preventive Dentistry Program. Colonel Norman O. Harris, USAF 
(DC). 

The Clinical Application and Public Health Significance of Topical Fluorides. 
John K. Peterson, D.D.S. 


Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, and the 
Conference of State Sanitary Engineers 


Civic Auditorium, Room 403 


Presiding: William C. Gibson, P.E. 


WATER AND WASTE 

Removal of Enteric Viruses from Sewage by Activated Sludge Treatment. 
Vorman A. Clarke, Ph.D.; Robert E. Stevenson, Ph.D.: Paul W. Kabler, 
W.D.: and Shih L. Chang. M.D. 

Ground-Water Contamination in Unsewered Areas. Frank L. Woodward, 
V.P.H.; Franklin J. Kilpatrick, P.E.; and Paul B. Johnson, B.C.E. 
Experiences in the Application of U. S. Public Health Service Drinking Water 

Standards. Omar Carl Hopkins, P.E.: Richard L. Woodward, Ph.D.: and 
Floyd B. Taylor, M.P.H. 
Louisiana River Monitoring System for Protection of Water Supply Sources 


Against Chemicals. John E. Tryge. M.P.H. 


Epidemiology and Statistics Sections 


Civic Auditorium, Larkin Annex 


Presiding: Jacob Yerushalmy, Ph.D. 


CARDIOVASCULAR AND CHRONIC DISEASE PROBLEMS 
Rheumatic Fever and Rheumatic Heart Disease in Nashville, Tenn. Robert W. 
Quinn, M.D., and Ernest Campbell, M.D. 


(Cont.) 
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Tuesday, 9:15 A.M. 


Continued from preceding page. 


Epidemiology of Cardiovascular Mortality: Ethnic and Geographic. Herbert I. 


Sauer. 


A Study of the Effect of Periodic Physical Examinations on Mortality Rates. 
Edith J. Jungblut. 


a Indexes of Physical Disability and Social Assistance Used as Epidemiologic 
aoe Tools in the Multidisciplinary Study of Chronic Illness in the Aged. 
re Sidney Katz, Ph.D. 


Food and Nutrition Section 


Civic Auditorium, Room 401 


Presiding: Franklin C. Bing. Ph.D., Chairman. 


RECENT WORK IN INFANT NUTRITION 
Don Pickering. M.D. 


The Significance of Linoleic Acid in the Diet of the Infant. Arild E. Hansen, : 
MD. 


A Survey of Fetal Nutrition. 


Dietary Intake of Individuals Followed Through Infancy and Childhood. 
Virginia A. Beal, M.P.H. 


Business Session and Election of Officers. 


Health Officers and Medical Care Sections 
Civic Auditorium, Polk Hall 


Presiding: Harald M. Graning. M.D. 


THE PLANNING, INTERPRETATION, AND ADMINISTRATION OF 
MEDICAL CARE BY OFFICIAL HEALTH AGENCIES 


Comprehensive Planning for Medical Care Facilities in California. Gordon R. 


Cumming. M.A. 


Maryland’s Approach to Integrated Medical and Hospital Services. Perry F. 
Prather, M.D. 


H. Phillip Hampton, M.D. 


Medical Care for the Indigent in Florida. 


Discussants: 
Lester Breslow, M.D. 
Hugh R. Leavell, M.D. 
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Tuesday, 9:15 A.M. 


Laboratory Section 


Civie Auditorium, Room 200 


Presiding: Erwin Neter, M.D. 


Charles A. Hunter, Ph.D.. and Ruth C. 


Serologic Tests for Typhoid Fever. 
Burdorff, AB. 

Fluorescent Antibody Procedure for Lupus Erythematosus: The Use of Nucle- 
ated Erythrocytes. Daniel Widelock, Ph.D.; George Gilbert; Morris Siegel, 

VW.D.; and Stanley L. Lee, M.D. 


Field Application of the Fluorescent Antibody Technics for Group A Strep- 
tococcus Identification. William J. Peeples, M.D.; Daniel W. Spielman, 
B.S.; and Max D. Moody, Ph.D. 


Differentiation of Non-Phage-Typable Staphylococci. James Edward Greer, 


PhD. 


Bacteriophage Typing of Pseudomonas aeruginosa. John C. Hoff, M.S., and 
Charles H. Drake, Ph.D. 


The Application of Mycobacteriophage Typing to a Study of the Epidemiology 
Atypical Acid-Fast Bacilli. Seymour Froman, Ph.D.; Lois Scammon, 


B.S.: Robert H. Huffaker, DV.M.: and J. P. Myles Black, M.D. 


Laboratory Section 
Civic Auditorium, Room 408 


Presiding: Floyd W. Hartmann, Sc.D. 


WATER AND AIR SANITATION 
Problems in the Interpretation of the Coliform Test. Gerson Chanin, B.S. 


Reference Samples in a Water Laboratory Approval Program. Arnold E. 


Greenberg. 


Virucidal Efficiencies of Disinfectants in Water. Paul W. Kabler, M.D.: 
Vorman A. Clarke, Ph.D.; Gerald Berg, Ph.D.; and Shih L. Chang. M.D. 


The Removal of Viruses by Activated Sludge. Sally M. Kelly, Ph.D.; Wallace 
W. Sanderson, B.S.; and Carol Neidl, B.S. 


Perspectives in Polynuclear Hydrocarbon Analysis. Peter K. Mueller, Ph.D., 
and Harold L. Helwig, Ph.D. 


The Enterococcus as an Indicator of Pollution. C.D. Parker. 
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Tuesday, 9:15 A.M. 


Laboratory Section 


Civic Auditorium, Room 409 


Presiding: S. Edward Sulkin, Ph.D. 


SYMPOSIUM: BAT RABIES AND HUMAN HEALTH 
Oliver P. Pear- 


Bats in North America: Ecological and Physiological Aspects. 


son, Ph.D. 
Bat Rabies in Central and South America. Bernardo Villa-Ramirez. 


John B. Enright, 


Bat Rabies in the United States: Geographical Distribution. 
Ph.D. 
Human Rabies in the Western Hemisphere Due to Bat Bite. 
nette, M.D. 


Edwin H. Len- 


S. Edward 


Experimental Demonstration of the “Reservoiring Mechanism.” 
Sulkin, Ph.D. 
Unsolved Problems in the Epizootology and Epidemiology of Bat-Borne Rabies. 
J. Frederick Bell, M.D. 


Maternal and Child Health Section 


Civic Auditorium, Room 405 


Presiding: Leslie Corsa, Jr.. M.D., Chairman. 


A Study of Out-of-Wedlock Births in New York City. Jean Pakter, M.D.; 

Harold Jacobziner, M.D.; Henry J. Rosner, B.B.S.; and Frieda Green- 
stein, B.A. 
Reproductive Loss: Longitudinal Studies of Pregnancy on Kauai, Hawaii. 


Fern E. French, Dr.P.H.. and Jessie M. Bierman, M.D. 


Contribution of Respiratory Infections to the Total Illness Experiences of 
Healthy Children from Birth to Eighteen Years. Isabelle Valadian, M.D.; 
Harold C. Stuart, M.D.:; and Robert B. Reed, Ph.D. 


A Study to Detect Early Developmental Deviations in Children. Caroline A. 
Chandler.. M.D.; William J. Peeples, M.D.; Lenore J. Bajda, M.D; and 
Liselotte K. Fischer, Ph.D. 


Business Session. 


SEPTEMBER, 1960 


ap 
id 
te 
| 
1393 
oes 
im ‘ 


Tuesday, 9:15 A.M. 


Mental Health and Public Health Nursing Sections 


Civic Auditorium, Room 301 


Presiding: Agnes L. Fuller, R.N. 


A DISCUSSION OF THE CONSULTATION PROCESS WITH SPECIAL 
REFERENCE TO MENTAL HEALTH PROBLEMS 


Hyman M. Forstenzer, M.S., and 


Consultation and Mental Health Programs. 
Hazel Shortal, R.N. 


Reactor Panel: 
Henrik L. Blum, M.D. Howard M. Kern, M.D. 
Herbert E. Chamberlain, M.D. Dwight Rieman, M.S.W. 


Occupational Health Section, the American Industrial 
Hygiene Association, and the Industrial 
Medical Association 


Civic Auditorium, Room 404 


Presiding: Seward E. Miller, M.D. 


CURRENT STATUS OF NOISE AS A HEALTH PROBLEM 


Noise vs. Hearing. Aram Glorig, M.D. 


Noise Criteria and Noise Control. A.C. Pietrasanta and Leo Beranek. 


Legislation on Noise Control and Hearing Loss. Allen L. Cudworth. 


Discussion. 


Public Health Education Section 


Civic Auditorium, Larkin Hall 


Presiding: Betty W. Bond, Ph.D., Chairman. 


Business Session. 


Election of Officers. 


TEAMWORK OR CAFETERIA STYLE 


An exploration by an informal panel into the truth about teamwork in 
practice. 
Panel Moderator: Sarah Mazelis, M.P.H. 
Panel Participants: 
On the Job. Irvin D. Litwack, M.D. 
In the Professional Organization. Beryl J. Roberts, Dr.P.H. 
In Training and Education. Herbert M. Bosch. M.P.H. 
In the American Public Health Association. Roscoe P. Kandle, M.D. 
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Tuesday, 9:15 A.M. 


School Health Section 
Civic Auditorium, Room 402 
Presiding: John H. Shaw, Ed.D., Chairman. 
Business Session. 


Reports: 
Secretary's Report. Marian V. Hamburg, Ed.D. 
Membership Committee. Jessie Helen Haag, Ed.D. 
Nominations Committee. Howard S. Hoyman, Ed.D. 
Operating Code Committee. Fred V. Hein, Ph.D. 
Newsletter Committee. Alice Schriver, Ed.D. 
Resolutions Committee. Perry J. Sandell, M.Ed. 
Professional Preparation Committee. H. Frederick Kilander, Ph.D 


Election of Officers. 


CURRENT PROBLEMS IN SCHOOL HEALTH 
Health Education or Hypochondriasis. Charles E. Richardson, Ed.D. 
Research Needs and Bottlenecks. Eugene H. Guthrie, M.D. 


Educational Aspects of Medical Examinations. Alfred Yankauer, Jr.. M.D.; 
Ruth A, Lawrence, M.D.: and Herbert Eichler. 


Tuesday, 12:00 Noon 


*Association of Reserve Officers of the 
U. S. Public Health Service 
Luncheon Session—Jack Tar Hotel, Twin Peaks A 


*Engineering and Sanitation Section 


Luncheon Session—Jack Tar Hotel. California Room 
Presiding: William C. Gibson. P.E.. Chairman. 


Business Session. 


* Tickets will be on sale at the Registration Desk. 


SEPTEMBER, 1960 


j 
ane 
E 
¥ 
aus 
ie 
i 
i 
ae 
‘ 
1395 


Tuesday, 12:00 Noon 


*Epidemiology Section 


Luncheon Session—Whitcomb Hotel, Corinthian Room 


Presiding: Philip Sartwell, M.D., Chairman. 


Report of Officers and Committees. 


Report of Resolutions Committee. 


Election of Officers. 


*Maternal and Child Health Section 


Luncheon Session—Sheraton-Palace Hotel, California Room 


*Mental Health Section 


Luncheon and Ajternoon Session—Sheraton-Palace Hotel, French Parlor 


Presiding: Henry C. Schumacher, M.D., Chairman. 


THE MENTAL HEALTH SECTION—RETROSPECT AND PROSPECT 
—ON THE OCCASION OF THE SECTION’S FIFTH ANNIVERSARY 


\ Critique of the Mental Health Section—Its Origins, Its Activities, and Its 
Potentialities. Rema Lapouse, M_D. 


An Overview 


of Mental Health Programs in the United States and Some 


Robert H. Felix, M.D. 


Guesses About Their Future. 


Discussants: 
Ernest M. Gruenberg, M.D. Dorine J. Loso, R.N. 
Martin S. Levine, Ph.D. John D. Porterfield, M.D. 


*Occupational Health Section 
Luncheon Session—Jack Tar Hotel, Pacific Heights Room 


Presiding: Seward E. Miller, M.D., Chairman. 


Business Session. 


*Public Health Nursing Section 


Luncheon Session—Jack Tar Hotel, El Dorado Room 


Presiding: Edna J. Brandt, R.N. 


Changes and How They Come About. Margaret G. Arnstein, R.N. 


Lenore Mahoney, R.N. 


The Story of a Home Nursing Service in a Rural Area. 


* Tickets will be on sale at the Registration Desk. 
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Tuesday, 12:00 Noon 


*School Health Section 
Luncheon Session—Sheraton-Palace Hotel, Comstock Room 
Presiding: John H. Shaw, Ed.D., Chairman. 
Introduction of Speaker: Roy L. Davis, M.P.H. 
A School Administrator Looks at Health. Richard L. Foster. 


*University of California Public Health 
Alumni Association 


Luncheon Session—Sheraton-Palace Hotel, Concert Room 


Tuesday, 2:15 P.M. 


Dental Health Section 
Civic Auditorium, Room 401 


Presiding: Carl L. Sebelius, D.D.S., Chairman. 


WHAT’S NEW IN DENTAL RESEARCH 
Moderator: Reidar F. Sognnaes, D.M.D. 

Basic Science Research. Seymour J. Kreshover, D.D.S. 
Clinical Dentistry Research. Wendell L. Wylie, D.D.S. 
Dental Public Health Research. Frank E. Law, D.D.S. 


Engineering and Sanitation Section, the Conference of 
Municipal Public Health Engineers, and the National 
Association of Sanitarians 
Civic Auditorium, Room 301 


Presiding: A. Harry Bliss, Dr.P.A. 


ENVIRONMENTAL HEALTH NEEDS IN MEDICAL, PARAMEDICAL 
AND EDUCATIONAL INSTITUTIONS 

The Factor of Institutional Living in the Nation’s Health. Lenor S. Goerke, 
M.D. 

Environmental Health Needs in Colleges and Universities. Richard G. Bond, 
M.P.H.; George S. Michaelsen, M.S.; Gustave L. Sheffler, B.S.C.E.: Lee D. 
Stauffer, M.P.H.; and Ralph O. Wollan, B.A. 

(Cont.) 


* Tickets will be on sale at the Registration Desk. 
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Tuesday, 2:15 P.M. 


Continued from preceding page. 


Environmental Health Needs in Nursing Homes. Bruce Underwood, M.D. 
Environmental Health Needs in Hospitals and Medical Centers. Donald L. 
Snow, M.S.C.E.: Lawrence B. Hall, M.S.; Peter Skaliy, M.S.: and Harry B. 
Ettinger, M.C.E. 


Hospital Facilities Committee Special Report on: 
Health-Related Practices in Hospital Operating Room Air Conditioning 
Design and Maintenance. George S. Michaelsen, M.S., and Vinson R. 


Oviatt, M.P.H. 


Engineering and Sanitation, Epidemiology, and 
Public Health Education Sections 
Civic Auditorium, Polk Hall 


Presiding: Betty BW. Bond, Ph.D. 


THE EPIDEMIOLOGY OF HUMAN BEHAVIOR 


The Epidemiologic Approach to Health Education. Alvin R. Leonard, M.D., 
and Mary F. Arnold, MPH. 


Discussants: 
S. Stephen Kegeles, Ph.D. 
Frederick H. Wentworth, M.D. 


A Symposium: Applications of the Epidemiologic Approach. 


Family Teaching. Mary F. Chamberlain. 
Polly Ayers, D.D.S. 
Community Organization. J. Albert Torribio. 


Enforcement of Housing Regulations. Eric W. Mood, M.P.H. 


Promotion of Fluoridation. 


Epidemiology and Laboratory Sections 


Civic Auditorium, Larkin Hall 


Presiding: Philip E. Sartwell, M.D. 


POLIO AND POLIO VACCINES 
Purified Poliomyelitis Vaccine. Maurice R. Hilleman, Ph.D. 
The of 


Use and Evaluation Live Polio Vaccine in Dade County, Fla. 


M. Eugene Flipse, M.D. 


(Cont.) 
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Tuesday, 2:15 P.M. 


Continued from preceding page. 


Serologic Aspects of Live Polio Vaccine Evaluation in Dade County, Fla. 
Warren R. Hoffert, Ph.D.; Nathan J. Schneider, M.D.; and M. Michael 
Sigel, Ph.D. 


Changing Pattern of Poliomyelitis—Observations on Two Urban Epidemics in 
1959. Tom D. Y. Chin, M.D., and William M. Marine, M.D. 


Poliomyelitis in North Carolina, 1959. Robert W. Darter, M.D., and Jacob 
Koomen, Jr., M.D. 


Laboratory Section 
Civic Auditorium, Room 200 


Presiding: Erwin Neter, M.D. 


SYMPOSIUM: HEMAGGLUTINATION AND ITS POTENTIAL 
USEFULNESS 


Viral Hemagglutination. Leon Rosen, M.D. 
Tannic Acid Hemagglutination. Noel R. Rose, Ph.D. 


Viola Mae Young, Ph.D. 


Bacterial Hemagglutination. 


The Hemagglutination Test in Toxoplasmosis and Amebiasis. William P. 
Lewis, Ph.D., and John F. Kessel, M.D. 


Discussant: Martin Goldfield, M.D. 


Maternal and Child Health and Medical Care Sections 
Civic Auditorium, Room 402 
Presiding: Jessie M. Bierman, M.D. 


MEDICAL CARE OF CHILDREN IN PUBLIC PROGRAMS 


Participants: 


Leona Baumgartner, M.D. 
Pearl Bierman, M.A. 
Leslie Corsa, Jr., M.D. 


Medical Care Section 
Civic Auditorium, Room 404 


Presiding: George G. Reader, M.D. 


What Are the Criteria for Appraising the Medical Services of a Nation? 
Michael M. Davis, Ph.D. 
(Cont.) 
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Continued from preceding page. 


Highlights of a Survey of Family Medical Care Under Three Types of 
Negotiated Insurance Plans. Josephine J. Williams, Ph.D.; Jack Elinson, 
Ph.D.; and Ray E. Trussell, M.D. 


Administration and the Physician. Mary E. W. Goss, Ph.D. 


Medical Care Administration in the United States. Milton I. Roemer, M.D. 


Occupational Health Section, the American Industrial 
Hygiene Association, and the Industrial 
Medical Association 


Civic Auditorium, Larkin Annex 


Presiding: Irma West, M.D. 


PUBLIC HEALTH ASPECTS OF AGRICULTURAL CHEMICALS 


Prevention of Pesticide Poisoning Among Small Children. Howard M. Cann, 


M.D. 
Problems in Manufacturing and Marketing of Pesticides. Harold H. Golz, M.D. 


The Value of Pesticides and Their Regulation by Federal and State Govern- 
ments. Robert Z. Rollins. 


Research in Pesticide Toxicity. William M. Upholt, Ph.D. 
Occupational Health Problems of Pesticides. John T. Wilson, Jr., M.D. 
Pesticide Residues on Foods. Mitchell R. Zavon, M.D. 


Discussion. 


Public Health Nursing Section 
Jack Tar Hotel, El Dorado Room 
Presiding: Agnes L. Fuller, R.N., Chairman. 
Business Session. 
Reports of Standing Committees. 
Report of Research and Studies Committee. 


Election of Officers. 


VOL. 50, NO. 9, A.J.P.H. 


3 
1400 


PRELIMINARY PROGRAM 


Tuesday, 2:15 P.M. 


School Health Section 
Civic Auditorium, Room 405 


Presiding: John H. Shaw, Ed.D., Chairman. 


RECENT TRENDS IN SCHOOL HEALTH 
Panel Discussion: Health Teaching by Television. 


Moderator: Edward B. Johns, Ed.D. 


Participants: 
Joy G. Cauffman, Ph.D. 
Roy A. Foster, Ed.D. 
Elena M. Sliepcevich, D.P.E. 


Today's School Health Examinations. Paul Kinney, M.D. 
Health Content of High School Textbooks. Margaret J. M. Greenslade, H.S.D. 


Health Education Certification Requirements for Secondary Teachers. Jessie 
Helen Haag, Ed.D. 


Statistics Section 
Civic Auditorium, Room 403 


Presiding: Monroe Lerner. 


STATISTICAL METHODOLOGY 
New Methods of X* Partitioning. James Grizzle, M.S. 


Field Methods and Response Rates in the Tecumseh Community Health Study. 
John A. Napier. 


Statistical Approach in the Determination of the Induction Time in Childhood 
Cancer. Sigismund Peller, M.D. 


Discriminant Methods in Perinatal Mortality. Henry Bradley Wells, Ph.D. 


Business Session. 


Tuesday, 5:30 P.M. 


Association of Business Management in Public Health 
Social Hour—5:30-7:00 P.M. Sheraton-Palace Hotel, A.B.M.P.H. Suite 


Open House for All A.B.M.P.H. Members 


Laboratory Section 
Social Hour—5:30-7:00 P.M. Whitcomb Hotel, Corinthian Reem 
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Tuesday, 5:30 P.M. 


*Mental Health Section 
Social Hour—5:30-7:00 P.M. Sheraton-Palace Hotel, French Parlor 


*National Citizens Committee for the World Health 
Organization 
Social Hour—5:30-6:30 P.M. Sheraton-Palace Hotel, Gold Ballroom 


(For all holding tickets to the Dinner Session.) 
Dinner Session—Sheraton-Palace Hotel, Gold Ballroom 


Presiding: Ernest L. Stebbins, M.D., President. 
8TH ANNUAL MEETING DINNER SESSION 
World Health—Its Importance to Americans. 


Everyone Invited 


*Occupational Health Section 
Social Hour—5:30-7:00 P.M. Sheraton-Palace Hotel, Room 247 


*University of Michigan Alumni 
Social Hour—5:30-7:00 P.M. Jack Tar Hotel, International Room 


*University of North Carolina School of Public Health 
Alumni Association 
Social Hour—5:30-7:00 P.M. Jack Tar Hotel, Sea Cliff and Marina Rooms 


Preceded by a Business Session at 5:00 P.M., Jack Tar Hotel, 
Presidio Room 


Tuesday, 6:30 P.M. 


*Social Workers in Health and Welfare Programs 
and Medical Care Section 
Dinner Session—Jack Tar Hotel, Telegraph Hill A 


* Tickets will be on sale at the Registration Desk. 
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Tuesday, 8:30 P.M. 


First General Session 


Sheraton-Palace Hotel, Rose Room and Concert Room 


Presiding: Malcolm H. Merrill, M.D., President, American Public Health 


Association. 


Addresses of Welcome: 
The Honorable George Christopher, Mayor of San Francisco. 


ro Ellis D. Sox, M.D., Director of Public Health, City and County of San 
Francisco. 
F Greetings from the Royal Society of Health. William G. Senior, C.B.E., 


F.D.S.R.C.S., F.R.S.H., Chairman of Council, Royal Society of Health, 
London, England. 


Community Health—Challenge 
Malcolm H. Merrill, M.D. 


and Opportunity. Presidential Address. 


Implications for Public Health of Newer Knowledge in Heredity and Genetics. 
Delta Omega Lecture. George Wells Beadle, D.Sc. 


Presentation of the Sedgwick Memorial Medal. 


Wednesday, 7:45 A.M. 


*The Johns Hopkins University Alumni 


Breakfast Session—Sheraton-Palace Hotel, French Parlor 


*University of Michigan Alumni 


Breakfast Session—Jack Tar Hotel, California Room 


*University of Toronto School of Hygiene Alumni 
Breakfast Session—Whitcomb Hotel, Marshall Room 


*Yale University Alumni 


Breakfast Session—Sheraton-Palace Hotel, Comstock Room 
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Wednesday, 9:15 A.M. 


Dental Health, Maternal and Child Health, Public Health 
Nursing, and School Health Sections, and the American 
School Health Association 
Civic Auditorium, Larkin Hall 


Presiding: Carl L. Sebelius, D.D.S. 


GUIDELINES TO SUCCESSFUL DENTAL PROGRAMS FOR 
CHILDREN 


Moderator: Harry W. Bruce, Jr., D.D.S. 
Prevention. Wesley O. Young, D.M.D. 
Health Education. Elizabeth M. Warner, R.D.H. 
Albert H. Trithart, D.D.S. 


Care and Treatment. 
Reactor Panel: 
Joan Davis, R.N. 
Jess B. Spielholz, M.D. 
Wallace Ann Wesley, Hs.D. 


Engineering and Sanitation, Health Officers, Occupational 
Health, and Public Health Education Sections, the 
Conference of Municipal Public Health Engineers, 
and the Conference of State Sanitary Engineers 
Civic Auditorium, Polk Hall 


Presiding: Herbert M. Bosch, M.P.H. 


RADIOLOGICAL HEALTH 
Radioactive Wastes in the Marine Environment. 
Donald W. Pritchard, Ph.D. 


The State-AEC Agreements for Regulation of Certain Radioactive Materials. 
Nathan H. Woodruff, Ph.D. 
Panel Discussion: State and Local Experiences in Radiological Health 
Programs. 
Moderator: Karl M. Mason, P.E. 
Panel Participants: 
Hanson Blatz, PE. 
Herman E. Hilleboe, M.D. 
Norma Johannis, M.P.H. 
Clarence W. Klassen, P.E. 
Mitchell R. Zavon, M.D. 
Program Resource Panel: 
Joseph A. Lieberman, Ph.D. 
James G. Terrill, Jr.. M.S. 
Nathan H. Woodruff, Ph.D. 


Robert M. Brown, P.E., and 
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Wednesday, 9:15 A.M. 


Epidemiology Section 
Civic Auditorium, Room 404 


Presiding: Philip E. Sartwell, M.D., Chairman. 


CURRENT PROBLEMS, PART I 


Epidemiologic and Immunologic Studies of Shigella sonnei Dysentery. Erwin 
Neter, M.D. 


Correlation of Epidemiological and Laboratory Findings in Types of Food 
Poisoning Outbreaks. Mary B. Dale, M.D.; Carl A. Lawrence, Ph.D.; 
and Caryl C. Carson, M.S. 


The Epidemiology of Reactions to Marketed Drugs. Robert L. Vought, M.D. 


Bacteriologic and Renal Findings from the Streptococcal Control Program in 
Brookline, Mass. Joseph M. Miller, M.D.; Maurice M. Osborne, Jr., M.D.; 
and Eli A, Friedman, M.D. 


A Clinical Evaluation of an Anthrax Vaccine. Philip S. Brachman, M.D. 


Epidemiology and Mental Health Sections 
Civic Auditorium, Larkin Annex 


Presiding: Harold D. Chope, M.D. 
EVALUATION OF COMMUNITY MENTAL HEALTH SERVICES 


Principles of Community Mental Health Program Evaluation. Brian Mac- 
Mahon, M.D. 


Discussants: 
Arnold D. Schwartz, M.D. 
Jacob Yerushalmy, Ph.D. 


Local Community Mental Health Program Evaluation at the Operating Level. 
Gary Heymann, Ph.D., and Joseph J. Downing, M.D. 


The California State-Local Mental Health Program: An Evaluative Appraisal. 
Edward Rudin, M.D. 


A National Approach to the Evaluation of Community Mental Health Pro- 
grams. Morton Kramer, D.Sc.; Earl S. Pollack, M.S.; Anita K. Bahn, 
D.Sc.; and Ben Z. Locke, MLS. 
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Wednesday, 9:15 A.M. 


Food and Nutrition, Medical Care, and 
Public Health Nursing Sections 
Civic Auditorium, Room 301 


Presiding: Alonzo S. Yerby, M.D. 


SERVICES FOR PATIENTS IN THE HOME 

The Public Health Service Inventory of Home Care Programs. Claire F. Ryder, 
M.D. 

The Role of Nutrition in Home Care and Homemaker Programs. Mildred 
Kaufman, M.S. 

The Home Aids Service of the Visiting Nurse Association of Detroit. Sylvia 


R. Peabody, R.N. 


Laboratory Section 


Civic Auditorium, Room 401 


Presiding: Warfield Garson, M.D. 


SYMPOSIUM: TREPONEMAL IMMUNOLOGY AND SEROLOGY 
Serology 
Current Treponemal Antigen Serodiagnostic Tests for Syphilis. James N. 
Milter, Ph.D. 
Clinical Utilization and Interpretation. Charles M. Carpenter, M.D. 
Rapid and Small Volume Reagin Tests. John J. Andujar, M.D. 


Public Health Utilization. Daniel Widelock, Ph.D. 


Discussion. 


Immunology 

Current Concepts of Immunity in Syphilis. Ruth A. Boak, M.D.; Charles 

M. Carpenter, M.D.; and James N. Miller. Ph.D. 

Applications of Immunochemistry to Syphilis Immunology. Paul H. Hardy, 
Ph.D. 
Experimental Immunization. A. H. Wheeler, Dr.P.H.; James N. Miller, 
Ph.D.; and Ruth A. Boak, M.D. 


Discussion. 


Laboratory Section 
Civic Auditorium, Room 103 
Presiding: Theodore A. Olson, Ph.D. 
MILK AND FOOD SANITATION 


The History, Current Status and Future of Standard Methods for the Examina- 
tion of Dairy Products. Luther A. Black, Ph.D. 


(Cont.)} 
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Wednesday, 9:15 A.M. 


Continued from preceding page. 


Sterilization of Sea Water by Ultraviolet Ray: Purification of Shellfish. 
Cornelius B. Kelly. 

Microbiological Aspects of Frozen Food Production. M. Thomas Bartram, 
Ph.D., and L. R. Shelton, M.S. 

Fish Poisoning: A Problem in Food Toxication. Alfred F. Bartsch, Ph.D., and 
Earl F. McFarren, B.A. 

Tests for Antibiotics and Other Inhibitory Substances in Milk. Frank V. 
Kosikowski, Ph.D. 


Laboratory Section 


Civic Auditorium, Room 405 


Presiding: William G. Walter, Ph.D. 

Enterovirus Isolations from Sewage. A Comparison of Three Methods. Clifton 
R. Gravelle, M.S.; Tom D. Y. Chin, M.D.; and Herbert A. Wenner, M.D. 

A Comparative Study of the Aniline-Cyanogen Bromide and O-Tolidine-Cyano- 
gen Bromide Direct Qualitative Micro-Niacin Tests for Differentiating 
Human Tubercle Bacilli from Other Mycobacteria. II. Results Obtained 
Using Stored Cultures of Varying Ages. Maurice S. Tarshis, Ph.D. 

The Use of the Guinea Pig Conjunctivae as an Experimental Model for the 
Study of Virulence of Shigella Organisms. Don C. Mackel, M.S.; Lorreine 
F. Langley, B.S.; and Leo A. Venice. 

The Isolation of Listeria Monocytogenes. Mitchell L. Gray, Ph.D. 


Proposed Criteria for the Selection of Disinfectants. Nicholas D. Duffett, 
Ph.D.; Frank B. Engley, Jr.. Ph.D.: Lawrence B. Hall, M.E.; Floyd W. 
Hartmann, Sc.D.; and Keith H. Lewis, Ph.D. 


Clinical and Laboratory Aspects of Herpes Zoster Encephalitis. Emanuel 
Appelbaum, M.D.; Sidney I. Kreps, M.D.; and Abraham Sunshine, M.D. 


Medical Care Section 
Civic Auditorium, Room 402 


Presiding: George G. Reader, M.D. 

Changing Patterns of Care. Thomas B. Fitzpatrick, M.S.; B. C. Payne, M.D.; 
and Donald C. Riedel, Ph.D. 

Patterns of Medical Care: Validation of Interview Information on Use of 
Hospital Clinics. Jerry A. Solon, M.A.; Cecil G. Sheps, M.D.; Sidney S. 
Lee, M.D.; and Joseph Barbano, M.A. 

(Cont.) 
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Wednesday, 9:15 A.M. 


Continued from preceding page. 


Quality Control in the Clinic Setting: Results of a Preliminary Study and a 
Method of Control Based on It. R. R. Huntley, M.D.; Rachel Steinhauser, 
R.R.L.; Kerr L. White, M.D.; Dan Martin, M.D.; and T. Franklin 

Williams, M.D. 


Optometry’s Role in Health Maintenance: A Study of Referrals. Galen F. 
Kintner, O.D. 


School Health Section 
Civic Auditorium, Rooms 408 and 409 


Open Committee Meetings. 


Room 408 
Juvenile Delinquency. Carl L. Anderson, Dr.P.H. 


Room 409 
Research. Maurice M. Osborne, Jr., M.D. 


Wednesday, 12:00 Noon 


*Conference of State Sanitary Engineers 


Luncheon Session—W hitcomb Hotel, California Room 


*Dental Health Section 


Luncheon Session—Sheraton-Palace Hotel, Room 285 


Presiding: Carl L. Sebelius, D.D.S.. Chairman. 


Byron S. Hollinshead, L.L.D. 


The Survey of Dentistry—A Progress Report. 


*Group Health Association of America 


Luncheon Session—Whitcomb Hotel, Georgian Room 


Presiding: Caldwell B. Esselstyn, M.D., President. 


Farmers and Workers: Their Common Health Needs. James G. Patton. 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 12:00 Noon 


*National Citizens Committee for the World 
Health Organization 


Luncheon Session—Sheraton-Palace Hotel, Concert Room 


Presiding: Ernest L. Stebbins, M.D., President. 


WHO POLICY LUNCHEON 
Current Top Priorities of the World Health Organization. Speaker to be 


announced. 
Everyone Invited 


*Public Health Education Section 


Luncheon Session—W hitcomb Hotel, Corinthian Room 


Health Education Is Many Disciplines. Godfrey M. Hochbaum, Ph.D. 


Wednesday, 2:15 P.M. 


Governing Council, American Public Health Association 
Sheraton-Palace Hotel, Rose Room 


Open Meeting—All Members of the Association Are Welcome 


American School Health Association 


Civic Auditorium, Larkin Annex 


Presiding: L. M. Corliss, M.D. 

LOCAL IMPLEMENTATION OF THE WHITE HOUSE 
CONFERENCE RECOMMENDATIONS 

Health Programs for School Children. Donald A. Dukelow, M.D. 

Disabled Pupils and the New Decade. Harriett B. Randall, M.D. 


Implementing Recommendations for Health Education in the School. Edward 
B. Johns, Ed.D. 


Child Health Influences of Various Community Institutions. Ethel Brown. 
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Wednesday, 2:15 P.M. 


Association of Business Management in Public Health 
and the Public Health Education Section 


Whitcomb Hotel, Carmel Room 


Presiding: John C. McDougall. 


Henrik L. Blum, M.D., and John J. 


Basic Administrative Concepts—Old Hat? 
Hanlon, M.D. 


Association of State and Territorial Directors of 
Public Health Nursing 
Civic Auditorium, Room 409 


Conference for Health Council Work 


Civic Auditorium, Room 401 


Presiding: Nathaniel H. Cooper, M.D. 


COMMUNITY PLANNING FOR HEALTH SERVICES 


What Is Adequate Planning for Community Health Services? Robert C. Cook. 
Who Plans for Health Services? Aubrey Mallach, M.S. 


Conference of Municipal Public Health Engineers, the 
Conference of State Sanitary Engineers, and the 
Engineering and Sanitation, Epidemiology, Health 
Officers, Occupational Health, and 
Statistics Sections 
Civic Auditorium, Polk Hall 


Presiding: Tom S. Gable, M.P.H. 


THE AIR WE BREATHE 
Robert F. Lewis, Ph.D., and Albert Roberts, M.D. 


Health Aspects. 


Research in Air Pollution. John H. Ludwig, D.Sc. 


Attitude of the Public. 


Irving Michelson. 


A State Approach to Air Pollution Control. John A. Maga. 
Herbert J. Dunsmore, P.E. 


A Local Approach to Air Pollution Control. 
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Wednesday, 2:15 P.M. 


Conference of Public Health Veterinarians 
Civic Auditorium, Room 403 

Presiding: James H. Steele. DV.M. 

Beta Hemolytic Streptococcus Group B Associated with Problems of Pregnancy. 
Marion Hood, D.Sc. 

Comparative Antibody Response to Pre-Exposure Rabies Vaccination. Ernest 
S. Tierkel, V.M.D.: Joe R. Held, DV.M.; R. K. Sikes, DV.M.; and Paul 
Arnstein, D.V.M. 

Recent Observations on Human and Animal Respiratory and Enteric Virus 
Infections. Francis Abinanti, DV.M. 

Current Studies in Nocardiasis. A.C. Pier, D.V.M. 

Comparative Medical Research and Its Public Health Implications. William 
T. S. Thorp, DV.M. 


Conference of State and Provincial Public Health 
Laboratory Directors and the Laboratory Section 


Civic Auditorium, Room 301 


Presiding: Raymond E. Leach. 

Problems in the Use of the RPCF Test in a Public Health Laboratory. 
Marjorie Bissett, B.S.: Martha M. Michelbacher, Ph.G.; Edith M. Coffey, 
M.P.H.; and Alcor Browne, Ph.D. 

The Application of Tissue Culture Technics to Diagnostic Virology in the 
Public Health Laboratory. Nathalie J. Schmidt, Ph.D. 

The 1959 Outbreak of Eastern Encephalitis in New Jersey. Martin Goldfield, 
M.D. 

Methods for Counting Clostridium Perfringens in Food. Louis DS. Smith, 
Ph.D. 

The Hospital Laboratory as a Listening Post for Public Health Departments. 
Erwin Neter, M.D. 

Discussant: Arthur C. Hollister, Jr., M.D. 


Group Health Association of America and 
Medical Care Section 
Civic Auditorium, Room 402 
Presiding: E. Richard Weinerman, M.D. 


HEALTH PLANS UNDER COLLECTIVE BARGAINING: 
PATTERNS AND TRENDS 


The Current Pattern of Union-Management Health Programs in the United 
States. Agnes W. Brewster. 
(Cont.) 
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Wednesday, 2:15 P.M. 


Continued from preceding page. 


Panel Discussion: 
Medical Viewpoint. Dean Hoskins, M.D. 

Labor Viewpoint. Joseph T. De Silva. 

Community Viewpoint. Anne Somers. 

Impact on the Member Family. Ah Quon McElrath. 
Title to be announced. Marie B. Henderson. 


National Citizens Committee for the World 
Health Organization 


Sheraton-Palace Hotel, Concert Room 


Presiding: Thomas Parran, M.D. 


FORUM—IMPROVING THE AMERICAN IMAGE ABROAD 


International Cooperation Among Universities. Francis Scott Smyth, M.D. 


Guiding Principles for Private Foundations in Work Abroad. J. George Harrar. 


The American Businessman and Industrialist Abroad. Speaker to be an- 
nounced. 


Official and Unofficial Representatives Abroad—Their Influence on the Image. 


Speaker to be announced. 


Everyone Invited 


National Society for the Prevention of Blindness, Maternal 
and Child Health, Public Health Nursing, and 
School Health Sections 
Civic Auditorium, Larkin Hall 


Presiding: John W. Ferree, M.D. 


EYE HEALTH OF CHILDREN 
Children’s Eyes. Owen C. Dickson, M.D. 


The Public Health Nurse and the School Vision Program. Helen F. Byerly, 
RN. 


The Eye Health Program in the Public Schools. C. Morley Sellery, M.D. 
The Itinerant Teacher and the Partially-Sighted Child. Katie N. Sibert, M.A. 


The Role of the Voluntary Health Agency in Community Planning. Burnetta 
Downing, R.N. 
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Wednesday, 5:30 P.M. 


*Food and Nutrition Section 
Social Hour—5:30-7:00 P.M., Sheraton-Palace Hotel, Room 285 


Group Health Association of America 
Social Hour—5:30 to 7:00 P.M., Jack Tar Hotel, El Dorado Room 


Host: Avram Yedidia, Consultant, Kaiser Foundation Health Plan, Inc., Oak- 
land, Calif. 
All G.H.A.A. Members Invited 


*Harvard Public Health Alumni Association 


Social Hour (Cash Bar), Followed by Dinner and Evening Session— 
6:30 P.M., Jack Tar Hotel, International Room 


*Health Education Social Hour 
Social Hour—5:30-7:00 P.M., Whitcomb Hotel, Corinthian Room 


Sponsored by the Public Health Education and School Health Sections; 
the Society of Public Health Educators; and the Conference of State and 
Territorial Directors of Public Health Education. 


*Maternal and Child Health Sections 
Social Hour—5:30-7:00 P.M., Jack Tar Hotel, Marina Room 


*University of Minnesota 
Social Hour (Cash Bar), 5:30-6:30 P.M., Sheraton-Palace Hotel, English Room 
Followed by Dinner and Evening Session, Sheraton-Palace Hotel, French Parlor 


*University of Pittsburgh Alumni 


Social Hour—5:30-7:00 P.M., Jack Tar Hotel, Pacific Heights and 
Presidio Rooms 


* Tickets will be on sale at the Registration Desk. 


SEPTEMBER, 1960 


nee 
ae 
1413 
ag 


Wednesday, 6:30 P.M. 


*American School Health Association 


Annual Banquet and Evening Session—W hitcomb Hotel, Vista Room 


Presiding: Lyda M. Smiley, R.N. 
Presentation of the Howe Award. Delbert Oberteuffer, Ph.D. 
Response by the Recipient. H. Frederick Kilander, Ph.D. 

Installation of Officers for 1961. 
John D. Porterfield, M.D. 


Reception to Honor Howe Award Recipient. 


Banquet Address. 


*Military Government-Civil Affairs Public Health Society 


Whitcomb Hotel, Georgia Room 


Dinner and Evening Session 


Health Mobilization for National Nonmilitary Defense. Carroll P. Hungate, 


M.D. 


*Public Health Cancer Association of America 
Dinner and Evening Session—Whitcomh Hotel, Marshall Room 


Wednesday, 8:00 P.M. 


American College of Preventive Medicine 


Sheraton-Palace Hotel, Comstock Room 


Presiding: James Hervi Sterner, M.D., President. 


FOURTH ANNUAL LECTURESHIP ON PREVENTIVE MEDICINE 


Radiation Control: Its Problems in Public Health. Russell H. Morgan, M.D. 


Group Health Association of America and the 
Medical Care Section 
Whitcomb Hotel, Crystal Room 
Presiding: Caldwell B. Esselstyn, M.D. 


AN EVENING ON GROUP PRACTICE 


The New Group Practice Survey of the Public Health Service. S. David 
Pomrinse, M.D. 


Discussants: 
C. C. Cutting, M.D. 
W. L. Watkins. 


* Tickets will be on sale at the Registration Desk. 
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Wednesday, 8:00 P.M. 


Laboratory Section 
Jack Tar Hotel, California Room 


Presiding: Charles C. Shepard, M.D. 

SYMPOSIUM: FLUORESCENT ANTIBODY TECHNIC IN 
INFECTIOUS DISEASES, ITS USEFULNESS AND LIMITATIONS 

General Remarks, Preparation of Sera and Conjugates. Albert H. Coons, M.D. 


Technics for Demonstration of Fluorescent Antibody Reactions. Warren C. 


Eveland, Ph.D. 


Application to the Diagnosis of Bacterial Infections, with Special Reference to 
Streptococcal Infections. Max D. Moody, Ph.D. 


Nonrespiratory Viral Infections, with Special Reference to Rabies. Theodore R. 
Carski, M.D. 


Respiratory Viral Infections. Chien Liu, M.D. 
Mycotic Diseases. Morris A. Gordon, Ph.D. 


Wednesday, 8:30 P.M. 


American Society of Professional Biologists 
Whitcomb Hotel, California Room 
Presiding: C. C. Croft, Sc.D. 


Recent Experiences in Ghana. C. C. Croft, Sc.D. 


Conference of Public Health Veterinarians 
Whitcomb Hotel, Corinthian Room 
Business Session. 


Participants: 
Robert K. Anderson, DV.M., President. 
Mervyn B. Starnes, DV.M., President-Elect. 
Joe W. Atkinson, DV.M., Secretary-Treasurer. 


Thursday, 7:45 A.M. 


*Commissioned Officers Association of the United States 
Public Health Service 
Breakfast Session—Jack Tar Hotel, El Dorado Room 
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Thursday, 7:45 A.M. 


Conference of Health Economists 


Breakfast and Morning Session—Whitcomb Hotel, California Room 


Presiding: William Stewart, M.D. 


MEDICAL CARE PRICES AND HEALTH PROGRAMMING 
Concepts of Price Measurement. Kenneth J. Arrow. 


Discussants: 
Rashi Fein, Ph.D. 
Roy Moor, Ph.D. 
Selma J. Mushkin, Ph.D. 


Thursday, 9:15 A.M. 


American Association of Vital Records and Public Health 
Statistics, and the Epidemiology, Public Health Education, 
and Statistics Sections 
Civic Auditorium, Polk Hall 


Presiding: Margaret F. Shackelford, M.S. 


THE STATISTICIAN’S ROLE IN THE LOCAL HEALTH 
DEPARTMENT OF THE FUTURE 

Program Planning and Evaluation in a Modern City Health Department. 
George James, M.D. 

Statistics in the Evaluation of Chicago's Public Health Program. Frank C. 
Bauer. 

The Changing Role of the Statistician in a City Health Department. Howard 
West, M.P.H. 

The Probable Impact of the NIH Training Grant Program on the Future 
Supply of Biostatisticians. Emmarie C. Hemphill, M.P.H. 

Discussant: John J. Hanlon, M.D. 


American College of Preventive Medicine 
Civic Auditorium, Room 405 


Presiding: John D. Porterfield, M.D. 


Title to be announced. Robert A. Kehoe, M.D. 
Water—Its Impact on Society. Abel Wolman, Dr.Eng. 


Use of Live Poliovirus Vaccine in an Attempt to Eradicate Poliomyelitis. 
Albert B. Sabin, M.D. 
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Thursday, 9:15 A.M. 


American School Health Association, the Food and 
Nutrition, and Maternal and Child Health Sections 
Civic Auditorium, Larkin Hall 


Presiding: Warren H. Southworth, Dr.P.H. 


ADOLESCENT DEVELOPMENT AND PROBLEMS 
Adolescent Guidance. Alice P. Breslow, Ph.D. 
Teenage Concerns. Arthur Roth, M.D. 


Teenage Reactor Panel. 


Association of Business Management in Public Health 
Civic Auditorium, Room 404 


Presiding: Robert G. Webster, M.P.H. 


PROBLEMS OF REORGANIZATION IN PUBLIC HEALTH— 
THREE CASE STUDIES 


Reorganization of the U. S. Public Health Service. James M. Hundley, M.D. 

Reorganization of the New York State Department of Health. Herman E. 
Hilleboe, M.D. 

Reorganization of the Philadelphia Department of Public Health. Adele S. 


Hebb. 


Conference for Health Council Work 
Civic Auditorium, Room 409 
Presiding: Nathaniel H. Cooper, M.D. 


Business Session. 


Review of Projects Demonstrating Who Plans Health Services. 


Conference of Municipal Public Health Engineers, the 
National Association of Sanitarians, and the 
Engineering and Sanitation Section 
Civic Auditorium, Room 403 

Presiding: Lt. Colonel V. Harry Adrounie, USAF (MSC) 

CONTROLLED PHOTOSYNTHESIS AND PUBLIC HEALTH 

The Coming Industry of Controlled Photosynthesis. William J. Oswald, Ph.D. 
The Nutritive Value of Waste-Grown Algae. Bessie B. Cook, Ph.D. 

Public Health Aspects of Nutrient Recovery Systems. Robert C. Cooper, Ph.D. 
Photosynthesis in Environmental Control. Clarence G. Golueke, Ph.D. 
Discussion: Percy H. McGauhey, M.S., Moderator. 
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Thursday, 9:15 A.M. 


Conference of Public Health Veterinarians and the 
Laboratory Section 


Civic Auditorium, Larkin Annex 


Presiding: Stuart Madin, DV.M. 


Additives in Milk and Milk Products. T. WV. Workman, Ph.D. 
Public Health Aspects of Atypical Microbacteria. Seymour Froman, Ph.D. 


Brucellosis in a Slaughter House. Stanley L. Hendricks, D.V.M. 


Simian Malaria Infectious to Man. G. Robert Coatney, Ph.D. 


National Association for Retarded Children, the National 
Rehabilitation Association, and the Medical Care, 
Mental Health, and Occupational Health Sections 


Sheraton-Palace Hotel, Rose Room 


Presiding: Elias J. Marsh, M.D. 


REHABILITATION OF THE MENTALLY ILL AND THE 
MENTALLY RETARDED 


Rehabilitation of the Hospitalized Mentally Ill: The Vermont Story. George 
Brooks, M.D.: Don M. Eldred, M.A.; William Dean, Ph.D.: and Margaret 
Taylor, B.A. 


Coordinated Rehabilitation Program of Western State Hospital, Tacoma-Pierce 


County Health Department, and Washington State Vocational Rehabilita- 
tion Bureau. Cecil R. Fargher, M.D.: William Voorhees, M.D.; and L. S. 
Rankin. 
Discussant: Vlad F. Ratay. 
Rehabilitation for the Adult Retardate. Gunnar Dybwad, J.D. 

A Program for Developing Useful Work Opportunities for Homebound Patients. 
Margaret Clarke, M.A. 


Public Health Cancer Association and the 
Health Officers Section 


Civic Auditorium, Room 301 


Presiding: Edward M. Cohart, M.D. 


How Good Is the Diagnosis and Treatment of Breast Cancer. George Linden, 


MPH. 
The Health Officer and Cancer—Today and Tomorrow. Harold S. Diehl, M.D. 


Report on Education of Young People in Schools on Cigarette Smoking. Sol R. 


Baker, M.D. 


Discussion. 
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Thursday, 12:00 Noon 


*Conference of Municipal Public Health Engineers 
Luncheon Session—Jack Tar Hotel, Twin Peaks A and B 
Presiding: Tom S. Gable, M.P.H. 


Business Session. 


*Delta Omega 


Luncheon Session—W hitcomb Hotel, Corinthian Room 


*Division of International Health, PHS; Office of Public 
Health, ICA; National Citizens Committee for WHO 


Sheraton-Palace Hotel, Concert Room 


INTERNATIONAL HEALTH LUNCHEON 
Health Progress in Southern Asia. Jaswant Singh, M.B., Ch.B., D.T.M.&H. 


Everyone Invited 


*Food and Nutrition Section 
Luncheon Session—Sheraton-Palace Hotel, California Room 
Presiding: Franklin C. Bing. Ph.D., Chairman. 
Introduction of New Section Officers. 


Wine as Food and Medicine. Salvatore P. Lucia, M.D. 


*Health Officers Section 


Luncheon Session—Jack Tar Hotel, El Dorado Room 


Presiding: John J. Hanlon, M.D., Chairman. 


Profile on the Health Officer and Its Implications for Recruitment. Robert E. 
Coker, Jr., M.D. 


This will be a discussion-participation luncheon similar to those held in 
the past. Copies of Dr. Coker’s paper will be distributed in advance to those 
making luncheon reservations. The paper will be discussed at the separate 
tables during luncheon and from the floor afterward. Dr. Coker will be present 


to join in the discussion. 


Discussion Leader: Ellis D. Sox, M.D. 


* Tickets will be on sale at the Registration Desk. 


SEPTEMBER, 1960 


4 
aes 
pre 
at. 
& 
— 1419 
‘ = 


Thursday, 12:00 Noon 


*Medical Care Section 


Luncheon Session—Sheraton-Palace Hotel, French Parlor 


*Statistics Section 
Luncheon Session—Jack Tar Hotel, Telegraph Hill A and B 


Presiding: Mortimer Spiegelman, M.B.A., Chairman. 


Thursday, 2:15 P.M. 


Conference of Public Health Veterinarians and 
Epidemiology Section 


Civic Auditorium, Room 301 


Presiding: Lt. Colonel U. S. Grant Kuhn, Ill, USAF. 
The Emerging Pattern of Urban Histoplasmosis. Michael L. Furcolow, M.D.;: 
Fred E. Tosh, M.D.; Howard W. Larsh, Ph.D.; Harold J. Lynch, M.D.: 
and Gordon Shaw, M.D. 


Milton F. Parker, M.D., and 


Q-Fever Outbreak in Alameda County, Calif. 


Clyde Wellock. 


Daniel Cohen, D.V.M. 
Findlay E. Russell, M.D. 


Canine Lymphoma. 


Venomous Animal Injuries. 


Dental Health, Food and Nutrition, Public Health Education, 
and School Health Sections, and the American School 
Health Association 
Civic Auditorium, Polk Hall 


Presiding: Betty W. Bond, Ph.D. 


SYMPOSIUM: INTERDISCIPLINARY COMMUNICATION PROBLEMS 
IN PUBLIC HEALTH 


Moderator: Godfrey M. Hochbaum, Ph.D. 


Participants: 
Lawrence K. Frank, Ph.D. 
George Rosen, M.D. 

Irwin M. Rosenstock, Ph.D. 
Myron E. Wegman, M.D. 


* Tickets will be on sale at the Registration Desk. 
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Thursday, 2:15 P.M. 


Engineering and Sanitation Section and the Conference 
of Municipal Public Health Engineers 
Civic Auditorium, Larkin Annex 


Presiding: Paul W. Purdom, P.E. 


FOOD PROTECTION. 

The Impact of Chemicals in the Environment. M. Allen Pond, M.P.H. 
Epidemiology as a Basis for Food Protection Program. John H. Fritz, M.P.H. 
Industry's View of Food Protection. Donald Greenaway. 


Time-Temperature Tolerance of Frozen Foods. M. J. Copley, Ph.D. 


Epidemiology Section 
Civic Auditorium, Room 401 


Presiding: Philip E. Sartwell, M.D., Chairman. 


CURRENT PROBLEMS, PART II 


Health and Social Agency Use at a Naval Training Center. Richard H. Svihus, 
M.D. 


A Study of the Epidemiology of Coronary Heart Disease in a Male Industrial 
Population. Oglesby Paul, M.D.; Adrian M. Ostfeld, M.D.; and Mark H. 
Lepper, M.D. 


Infectious Hepatitis: A Waterborne Outbreak at an Air Base in France. 
Lt. Colonel Hugh W. Randel, USAF (MC), and Lt. Colonel Clifton W. 
Bovee, USAF (MSC). 


Some Aspects of the Smoking Behavior ef High School Students. Eva J. 
Salber, M.D. 


Investigation of Several Methods of the Prophylactic Treatment of Ophthalmia 
Neonatorum in the Three Years, 1956 to 1958, in New York City. Jules 
E. Vandow, M.D. and Morris Greenberg, M.D. 


Maternal and Child Health Section 
Civic Auditorium, Room 402 
Presiding: Ralph C. Hornberger, M.D. 


REHABILITATION OF HANDICAPPED CHILDREN 
Leader of Case Presentations: Sedgwick Mead, M.D. 


Rehabilitation Team. 
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Thursday, 2:15 P.M. 


Mental Health Section 


Civic Auditorium, Room 405 


Presiding: Alan D. Miller, M.D. 


COMMUNITY PSYCHIATRIC TREATMENT SERVICES 
The Philosophy of State Government Participation in an Over-all Mental 
Health Program. Daniel Blain, M.D. 


Insurance for Private Psychiatric Treatment in the Office or Hospital: The 
First Year's Experience with Coverage of 75,000 People. Arthur H. Har- 
low, Jr. 


The Philadelphia Program for Home Psychiatric Evaluation, Pre-care, and 
Involuntary Hospitalization. Silas L. Warner, M.D.; Burt Fleming, M.D.; 
and Samuel Bullock, M.D. 


Discussion Leader: Hugh Paul, M.D. 


Public Health Nursing Section 
Civic Auditorium, Larkin Hall 


Presiding: Agnes L. Fuller, R.N.. Chairman. 


Panel Discussion: Specialization vs. Generalization for Leadership 
Positions. 
Panel Participants: 
Martha Adam, R.N. 
Lyndall Birkbeck, R.N. 
Gertrude M. Church, R.N. 
Helen M. Wallace, M.D. 


Discussion. 


School Health Section 


Civic Auditorium, Room 403 


Presiding: John B. Shaw. Ed.D.. Chairman. 


CARDIOVASCULAR PROBLEMS OF CHILDREN AND YOUTH 

A Screening Program for the Detection of Heart Disease in Children. Louis 
deBoer, M.S. 

Diagnosis and Treatment of Streptococcal Infections. David Brand, M.D. 

The School Program and the Cardiac Child. Morse J. Shapiro, M.D. 


Rheumatic Fever and Rheumatic Heart Disease Among College Freshmen. 
Roy P. Sandidge, Jr.. M.D. 
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Thursday, 2:15 P.M. 


Statistics Section 


Civic Auditorium, Room 404 


Presiding: Mortimer Spiegelman, M.B.A., Chairman. 


NEW TECHNICS IN PUBLIC HEALTH STATISTICS 
A Life Table of Pregnancies. Sam Shapiro. 
Some Patterns of Chronic Disease Mortality. Hugo Muench, M.D. 


On Estimating Incidence of Pneumonia and Influenza Morbidity. Robert E. 
Serfling, Ph.D. 


Evidence of Impacts of Injuries on a Connecticut Community. Bruce D. Wax- 
man, Ph.D. 


Thursday, 8:30 P.M. 


Second General Session 
Sheraton-Palace Hotel, Rose Room and Concert Room 
Presiding: Malcolm H. Merrill, M.D., President, American Public Health As- 
sociation. 


Address of Welcome: Charles E. Smith, M.D., President, California Board of 
Public Health. 


Address: Speaker to be announced. 


Presentation of the Albert Lasker Awards of the American Public Health 
Association for 1960. 


Dancing (dress informal) follows in the Gold Ballroom. 


All Registered Delegates and Exhibitors Are Invited 
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Friday, 9:15 A.M. 


Association Symposium 
Sheraton-Palace Hotel, Rose Room and Concert Room 
Presiding: Malcolm H. Merrill, M.D., President, American Public Health Asso- 
ciation. 
CANCER—PROGRESS TOWARD PREVENTION AND CONTROL 


The Total Effort and the Role of the National Cancer Institute. Kenneth M. 
Endicott, M.D. 


Current Research. Frank L. Horsfall, Jr., M.D. 

New Developments in Chemotherapy. Sidney Farber, M.D. 
Control Programs. Speaker to be announced. 
Summarizer: Lester Breslow, M.D. 


Association Business: New Officers: Resolutions. 


Friday, 12:00 Noon 


Meeting of All Section Councils with the Editorial Board 


Luncheon Session—Sheraton-Palace Hotel, Comstock Room 


Past and Present Section Secretaries and Secretaries-Elect Are Invited 
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Preliminary Program of the Pan-Pacific 
Public Health Conference 
Hawaiian Village Hotel—Honolulu, Hawaii 
November 6 and 7, 1960 


Sunday, November 6 


9:00 A.M.-1:00 P.M. Official Registration, Hawaiian Village Hotel 
6:30-7:30 P.M. Social Hour. 


7:30 P.M. Dinner Session. 
Presiding: Royce E. Higa, President, Hawaii Pub- 
lic Health Association. 
Moderator: Richard K. C. Lee, M.D., Director of 
Health, Hawaii Department of Health. 
Public Health and Anthropology in the Pacific 
Islands Area. Dr. Alexander Spoehr. 


Monday, November 7 


8:30-9:00 A.M. Late Registration, or Visit to the Exhibits. 


9:00 A.M. Public Health in Hawaii. A Historial Perspec- 
tive. George V. Moorhead. 


9:30 A.M. Highlights of Hawaii’s Hansen’s Disease Story. 
Edwin K. Chung-Hoon, M.D. 
10:00 A.M. Oahu’s Water Sources (Artesian System). E. J. 
Morgan. 
10:30 A.M. Business Session: Hawaii Public Health Associa- 
tion. 
Showing of films on Hawaii for visitors. 


11:30 A.M. Visit to the Exhibits. 


12:00 Noon to Luncheon speaker to be announced. 
2:00 P.M. 


2:00-2:30 P.M. Panel Discussion: Studies to Appraise Our En- 
vironment. 
Moderator: Bernard J. McMorrow. 
Plague Research. Dr. Charles Wheeler. 
Encephalitis Studies. Patrick Nakagawa. 
Studies of Air Pollution During Volcanic Erup- 
tion. Robert Nekomoto. 


(Cont.) 
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Monday, November 7 


Continued from preceding page. 


2:30 P.M. Arteriosclerosis Studies in Hawaii: 
Studies in Man. Dr. Thomas McBride. 
Studies in Animals. Gordon D. Wallace, 


DVM. 
3:10 P.M. Visit to the Exhibits. 
3:30-4:30 P.M. Panel Discussion: Looking Ahead in Public 
Health. 


Moderator: Ira V. Hiscock, Se.D. 

Panel Participants: 
Dorothy L. Devereux, R.N. 
Herman E. Hilleboe, M.D. 
Nils P. Larsen, M.D. 
Richard K. C. Lee, M.D. 
Berwyn F. Mattison, M.D. 
Richard F. Voyer, M.S. 
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THE TECHNICAL AND SCIENTIFIC EXHIBITS 


88th Annual Meeting 


October 31—November 3, 1960 


Civic Auditorium, San Francisco, Calif. 


TECHNICAL EXHIBITORS 
and what they are showing 


Alhambra National Water Co., Inc.— 
electric water coolers 

*American Can Co.—features safety on 
canned foods with reference to fed- 
eral legislation on food additives 

*American Cyanamid Co., Surgical 
Products Division—surgical special- 
ties 

American Medical Association — AMA 
publications 

American Sterlizer Co. — sterlizing 
equipment and related products 

Association Conventions Exhibits — a 
publishers’ cooperative exhibit of 
books pertinent to public health, and 
APHA publications 

Baird-Atomic. Inc. -— advanced instru- 
mentation for research, industry, and 
medicine 

*Baltimore Biological Laboratory, Inc.. 
a division of Becton, Dickinson and 
Co.—culture media and technics for 
fluorescent antibody methods 

Becton, Dickinson and Co.—disposable 
needles, syringes, medical gloves, and 
other allied surgical products 

Beltone Hearing Aid Co.—portable and 
desk model audiometers 

George A. Breon and Co.—Diaparene 
baby products 

Bruck-Curtis, Inc. — public health and 
visiting nurse uniforms 

Carnation Co.—evaporated and instant 
nonfat milk and Carnalac 


* See advertisement(s) in this issue. 
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Case Laboratories, Inc. — diagnostic 
materials 

Chilean Iodine Educational Bureau, 
Inc.—iodine and its compounds 

*Ciba Pharmaceutical Products, Inc.— 
Ismelin, new antihypertensive 

*Coca-Cola Co.—ice-cold Coca-Cola 

Consolidated Laboratories, Inc.—labo- 
ratory media and reagents 

Corning Glass Works—laboratory glass- 
ware 

Crookes-Barnes Laboratories, Inc.—ath- 
erosclerosis, geriatric mental health, 
pediatrics, dentistry, and ophthalmic 
preparations 

Cuno Engineering Corp.—water filters 

Dahlberg Co., The—ear level hearing 
instruments 

D’Armigene, Inc. — professional nurse 
uniforms 

*Difco Laboratories — microbiological 
specialties and laboratory reagents 

Economics Laboratory, Inc.—sanitation 
products 

Encyclopaedia Britannica, Inc. — the 
1960 edition 

Everpure, Inc.—water purification and 
treatment equipment 

Fluoritab Corp.—benefits of fluoride in 
the diet 

Galvanized Ware Manufacturers Coun- 
cil—educational materials to health 
officers and sanitarians 

Great Books of the Western World— 
in 54 volumes 

Health Insurance Council—information 
on health insurance 
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Hobart Manufacturing Co., The—dish 
and glass washer; food machines 
Kimberly-Clark Corp. — program for 
teaching menstrual hygiene and cold 

prevention 

*Kimble Glass Co.— laboratory glass- 
ware and clinical apparatus 

*Sponsored by Lederie Laboratories— 
A Medication for the Out-Patient 
Treatment of the Alcoholic, Jackson 
A. Smith, M.D. — out-patient treat- 
ment of the alcoholic 

*Lehn and Fink Products Corp.—dis- 
infectants 

Licensed Beverage Industries, Inc.— 
alcohol education 

Lorvic Corp., The—tablets for preven- 
tion of dental caries 

*Macmillan Co., The—books in the pub- 
lic health and allied fields 

Maico Electronics, Inc.—clinical and 
portable hearing test instruments; 
hearing aids 

Medical Coaches, Inc.—mobile ambu- 
lance coach and trailer clinics 

*Merck Sharp and Dohme—diuretic— 
antihypertensive agents 

*Millipore Filter Corp.—membrane fil- 
ters and apparatus covering analyti- 
cal and process filtration. 

C. V. Mosby, Co., The—books on new 
knowledge, new ideas, new research 
and technics 

National Aniline Division, Allied Chem- 
ical Corp. — biological stains and 
staining solutions 

National Association, Domestic and 
Farm Pump Manufacturers — farm 
and domestic water systems 

*National Dairy Council — daily food 
planning patterns 

National Live Stock and Meat Board— 
information on the importance of 
good nutrition to health 

Hermien Nusbaum and Associates— 
care of geriatric and pediatric patients 

*Ortho Pharmaceutical Corp.—products 
for the control of conception 


* See advertisement(s) in this issue. 
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Oxy-Lyfe Corp.—portable oxygen de- 
vices 

Pacific Associates—sprayer duster 

*Parke, Davis and Co.—pharmaceuti- 
cals, biologicals, and surgical dress- 


ings 
Pepsi-Cola Co.— ice-cold Pepsi 
Pfizer Laboratories — latest develop- 


ments in Pfizer research 

Procter and Gamble Co.—Ivory Soap 

Procter and Gamble Co., Drug Prod- 
ucts Division—products and infor- 
mation for home care of the sick 

Professional Tape Co., Inc.—‘no-lick” 
labels 

Public Health Committee of the Paper 
Cup and Container Institute, Inc.— 
safe public beverage service 

Radiation Instrument Development 
Laboratory, Inc.—radiation detection 
and measuring instruments 

*Ross Laboratories—infant nutrition 

Sandoz Pharmaceuticals—tranquilizers 
and sedatives 

W. B. Saunders Co.—new medical and 
public health books 

R. P. Scherer Corp.—multidose hypo- 
spray jet injector and free polio 
shots 

*Julius Schmid, Inc.—products for the 
control of conception and for vaginal 
trichomoniasis therapy 

Seven-Up Co., The — fresh-up with 
Seven-Up 

Ivan Sorvall, Inc. — centrifuges and 
laboratory instruments 

*Sterwin Chemicals, Inc. — quaternary 
germicides, algicides, and deodorants 

Sunkist Growers, Inc.— the health 
values of oranges and lemons 

Tampax, Inc.—education literature on 
menstrual health 

*Tassette, Inc.—cup for menstrual and 
nonmenstrual uses 

Titmus Optical Co., Inc.—vision tester 

West Chemical Products, Inc.—deter- 
gent-germicide for hospital use 

Wyeth Laboratories—sterile-needle unit 
for closed-system injection 
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SCIENTIFIC EXHIBITORS 
and what they are showing 


Alcoholics Anonymous, General Service 
Board—how and where the AA works 

Amalgamated Meat Cutters and Butcher 
Workmen of N.A.—meat and poultry 
inspection 

American Cancer‘ Society—lung cancer 
prevention and the physician 

American Dietetic Association—normal 
nutrition for the modified diet 

American Hospital Association — better 
patient care 

American Medical Association, Council 
on Foods and Nutrition — adolescent 
nutrition 

American Medical Association—sunlight 
and the skin 

American National Red Cross—vaccinia 
immune globulin 

American Nurses’ Association—improve- 
ment of professional nursing practice 

American Occupational Therapy Asso- 
ciation—occupational therapy in ac- 
tion 

American Osteopathic Association—phy- 
sicians for a growing America 

American Podiatry Association — one 
thousand clinical entities of common 
foot lesions 

Blue Cross Commission—prepaid hospi- 
tal care 

California Department of Public Health 
—California’s alcoholism program 

Canadian Department of National Health 
and Welfare—information services 

Colgate-Palmolive Company — tooth- 
brushing instruction in primary grades 

Committee on Research Policy, APHA; 
Association of State and Territorial 
Health Officers; American College of 
Preventive Medicine; Association of 
Teachers of Preventive Medicine; 
Public Health Service — research in 


Public Health 
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Conference of Public Health Veterinari- 
ans — control of selected zoonoses in 
animals 

Dade County, Fla., Department of Pub- 
lic Health; University of Miami 
School of Medicine; Dade County 
Medical Association—large-scale field 
trial of oral poliovirus vaccine in Dade 
County, Fla. 

Department of the Navy, Bureau of Med- 
icine and Surgery—manual of naval 
preventive medicine 

Department of Health, Education, and 

Welfare: 

Children’s Bureau—publications cur- 
rently available 

Communicable Disease Center—eradi- 
cation of animal tuberculosis; in- 
fluenza; venereal disease diagnosis 

National Heart Institute—prevention 
of rheumatic heart disease 

National Institute of Mental Health— 
for children’s mental health 

Public Health Service: 

Air Pollution Program—motor ve- 
hicles as a major source of air 
pollution 

Cancer Control Program—smoking 
and lung cancer 

Chronic Disease Program — man- 
agement of rheumatoid arthritis 
by the practicing physician; de- 
tecting glaucoma; screening for 
diabetes 

Division of Dental Public Health— 
fluoridation statement 

General Engineering Program— 
guiding environmental develop- 
ment for better community health 

Division of General Health Services 
—school health program;agricul- 
tural migrants 

Division of Hospital and Medical 
Facilities — progressive patient 
care 


Division of Personnel—the Public 
Health Service in partnership 
with federal, state and local agen- 
cies 

Division of Radiological Health— 
federal-state goals in radiation 
protection 

Public Health Service—water pollu- 
tion control; recent publications 

Traineeship Unit—traineeship pro- 
gram 

U. S. National Health Survey— 
kinds of data produced 

Food and Drug Administration — de- 
bunking false and misleading promo- 
tions of food supplements 

Group Health Association of America, 
Inc.—prepaid group health care plans 

Harlem Hospital, Division of Surgical 
Research—Phenethicillin, a new syn- 
thetic Penicillin 

Hawaii State Department of Health— 
Hawaiian public health milestones 

Illinois Department of Public Health— 
physiologic and anatomic changes due 
to pregnancy 

International Cooperation Administra- 
tion—Africa, its problems and poten- 
tialities 

Lederle Laboratories—oral vaccines con- 
taining living attenuated poliomyelitis 
viruses 

Metropolitan Life Insurance Company— 
prevention, the key to weight control 

Muhlenberg Hospital—cancer diagnosis 
by immunological methods 

Muscular Dystrophy Associations of 

America—muscle and muscular dys- 

trophy 


National Association for Mental Health 
—the mentally ill can come back 

National Association of Social Workers 
—social work in public health 

National Council on Alcoholism—the bil- 
lion dollar disease 

National Foundation — chemistry, chro- 
mosomes, and congenital anomalies 

National League for Nursing—improv- 
ing nursing services and education 
programs 

National Tuberculosis Association—six 
keys to tuberculosis elimination 

New York State Department of Health— 
air pollution 

Pan American Health Organization— 
urban water supply 

Planned Parenthood Federation of 
America—family planning 

Temple University School of Medicine 

and St. Christopher's Hospital for 

Children—determining effects of mus- 

cle relaxants in infants and children 

‘nited Cerebral Palsy Associations, Inc. 
—the role of the family doctor in 

cerebral palsy 


U.S. Air Force Medical Service—aero- 
space crew effectiveness 

UL. S. Department of Agriculture—safe 
meats through scientific detection 

UL. S. Army Medical Service—history 
of the Medical Department, U. S. 
Army, in World War II 

University of Kansas, Department of 


Pediatrics—hematologic responses to 
iron fortification of milk in infants 
Washington State Department of Health 
—rehabilitation services and nursing 

homes 
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NOMINATIONS FOR SECTION OFFICES 


Following are lists of nominations for those Sections that were submitted 
by the Section Nominating Committees in time for publication in the September 
Journal. All nominees are Fellows of the respective Sections as required in 
the Constitution and By-Laws of the Association. The terms of office are for 
one year unless otherwise stated. 

The By-Laws provide that “if the name of any Fellow be transmitted to the 
Section Committee on Nominations over the signature of ten Fellows or members 
of the Section prior to the first meeting of the Section, the Section Committee 
on Nominations shall add the name of such Fellow to its own list of nominees.” 
Fellows and members who wish to add names by petition should communicate 
with the Section Secretary whose name and address are also shown. 


DENTAL HEALTH SECTION NOMINATIONS 


Chairman: Wesley O. Young, D.M.D., Boise, idaho 
Vice-Chairman: Norman F. Gerrie, D.D.S., Washington, D. C. 
Secretary: David F. Striffler, D.D.S., Santa Fe, N. M. 
Secretary-Elect: Viron L. Diefenbach, D.D.S., Denver, Colo. 
Members of Section Council, 
3-year terms: Clifton O. Dummett, D.D.S., Tuskegee, Ala. 
Robert L. Weiss, D.D.S., Washington, D. C. 
l-year term: Quentin M. Smith, D.D.S., Washington, D. C. 
(to complete term of nominee for Secre- 
tary-Elect) 


Member of Association Nominating 
Committee for Elective 


Councilors: Carl L. Sebelius, D.D.S., Nashville, Tenn. 


Member of Association Standing 
Committee on Eligibility, 


2-year term: Hugh R. McLaren, D.D.S., Ottawa, Canada 
(The present Section Secretary is David F. Striffler, D.D.S., P. O. Box 711, Santa Fe, 
N. M.) 


ENGINEERING AND SANITATION SECTION NOMINATIONS 
Chairman: Paul W. Purdom, P.E., Philadelphia, Pa. 
Vice-Chairman: Clarence W. Klassen, P.E., Springfield, Ill. 
Secretary: James A. King, M.P.H., Bethesda, Md. 


Secretary-Elect: 
Members of Section Council, 
3-year terms: Ray B. Watts, M.P.H., Columbus, Ohio 
Andrew T. Dempster, Jr., P.E., Detroit, Mich. 


Member of Association Nominating 
Committee for Elective 


Councilors: William C. Gibson, P.E., Ann Arbor, Mich. 


Member of Association Standing 
Committee on Eligibility, 
2-year term: Harold S. Adams, Indianapolis, Ind. 


(The present Section Secretary is James A. King, Jr., M.P.H., National Institutes 
of Health, Room 307, Bldg. |, Bethesda, Md.) 
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EPIDEMIOLOGY SECTION NOMINATIONS 


Chairman: 
Vice-Chairman: 
Secretary: 
Secretary-Elect: 


Members of Section Council, 
3-year terms: 


Member of Association Nominating 
Committee for Elective 
Councilors: 


Member of Association Standing 
Committee on Eligibility, 
2-year term: 


Fred L. Soper, M.D., Chevy Chase, Md. 
Kirk T. Mosley, M.D., Oklahoma City, Okla. 
Arthur C. Hollister, M.D., Berkeley, Calif. 
Timothy D. Baker, M.D., Baltimore, Md. 


Brig. Gen. Joseph McNinch, Washington, 
D. C. 
James H. Steele, D.V.M., Atlanta, Ga. 


Henry W. Kumm, M.D., Greenwich, Conn. 


Walter C. Earle, M.D., Atlanta, Ga. 


(The present Section Secretary is Arthur C. Hollister, M.D., 2151 Berkeley Way, 


Berkeley, Calif.) 


FOOD AND NUTRITION SECTION NOMINATIONS 


Chairman: 


Vice-Chairman: 


Secretary: 


Members of Section Council, 
3-year terms: 


Member of Association Nominating 
Committee for Elective 
Councilors: 


Member of Association Standing 
Committee on Eligibility, 
2-year term: 


Robert E. Olson, M.D., Pittsburgh, Pa. 


Cecil G. Dunn, Ph.D., Cambridge, Mass. 
Emil M. Mrak, Ph.D., Davis, Calif. 


Ruth E. Brennan, Clayton, Mo. 


Richmond K. Anderson, M.D., New York, N. Y. 
Jane C. Ebbs, Washington, D. C. 

Robert E. Shank, M.D., St. Louis, Mo. 
Martha F. Trulson, D.Sc., Boston, Mass. 


A. Hughes Byran, M.D., Chapel Hill, N.C. 
Dorothy M. Youland, Billings, Mont. 


M. T. Bartram, Ph.D., Washington, D. C. 
Clara Mae Taylor, Ph.D., New York, N. Y. 


(The present Section Secretary is Dorothy M. Youland, P. O. Box 2143, Billings, 
Mont.) 


HEALTH OFFICERS SECTION NOMINATIONS 


Chairman: 


Vice-Chairman: 


Secretary: 


Secretary-Elect: 


Ellis Sox, M.D., San Francisco, Calif. 


Edward R. Krumbiegel, M.D., Milwaukee, Wis. 
Charles Wilbar, M.D., Camp Hill, Pa. 


Harald M. Graning, M.D., New York, N. Y. 


George James, M.D., New York, N. Y. 
Charles Sutton, M.D., Springfield, III. 


(Cont.) 
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Continued from preceding page. 


Members of Section Council, 
3-year terms: Harold Erickson, M.D., Berkeley, Calif. 
John Hanlon, M.D., Philadelphia, Pa. 
Lorenzo L. Parks, M.D., Jacksonville, Fla. 
Mack Shanholtz, M.D., Richmond, Va. 


Member of Association Nominating 
Committee for Elective 
Councilors: Albert Heustis, M.D., Lansing, Mich. 
Herbert Domke, M.D., Pittsburgh, Pa. 


(The present Section Secretary is Harald M. Graning, M.D., PHS, Region II, 42 
Broadway, New York, N. Y.) 


LABORATORY SECTION NOMINATIONS 


Chairman: William G. Walter, Ph.D., Bozeman, Mont. 
Vice-Chairman: Earle K. Borman, Hartford, Conn. 

Secretary: Erwin Neter, M.D., Buffalo, N. Y. 
Secretary-Elect: Theodore A. Olson, Ph.D., Minneapolis, Minn. 


Members of Section Council, 
3-year terms: R. 
R. 


D. Stuart, M.D., Edmonton, Canada 
A. MacCready, M.D., Dover, Mass. 


Member of Association Nominating 
Committee for Elective 
Councilors: Albert V. Hardy, M.D., Jacksonville, Fla. 


Member of Association Standing 
Committee on Eligibility, 
2-year term: Floyd W. Hartmann, Sc.D., Berkeley, Calif. 


(The present Section Secretary is Erwin Neter, M.D., Children’s Hospital, 219 
Bryant St., Buffalo, N. Y.) 


MATERNAL AND CHILD HEALTH SECTION NOMINATIONS 


Chairman: Madelene M. Donnelly, M.D., Des Moines, 
lowa 


Vice-Chairman: William M. Schmidt, M.D., Boston, Mass. 
John A. Lichty, M.D., Denver, Colo. 


Secretary: Alice D. Chenoweth, M.D., Washington, D.C. 


Members of Section Council, 
3-year terms: Helen W. Bellhouse, M.D., Atlanta, Ga. 
Paul A. Harper, M.D., Baltimore, Md. 
A. B. Rosenfield, M.D., Minneapolis, Minn. 
Jean F. Webb, M.D., Ottawa, Canada 


Member of Association Nominating 
Committee for Elective 
Councilors: Marion Hotopp, M.D., Santa Fe, N. M. 
Edward Press, M.D.. Evanston, III. 


(The present Section Secretary is Alice D. Chenoweth, M.D., Children's Bureau, 
Washington, D. C.) 
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MEDICAL CARE SECTION NOMINATIONS 


Chairman: Caldwell B. Esselstyn, M.D., Hudson, N. Y. 
Vice-Chairman: 1. S. Falk, Ph.D., Stonington, Conn. 
Henry C. Daniels, M.A., Washington, D. C. 


Secretary: 
Members of Section Council, 
3-year terms: Agnes Brewster, Bethesda, Md. 
Leonard Rosenfeld, M.D., Grosse Point Park, 
Mich. 
l-year term: Franz Goldmann, M.D., New Rochelle, N. Y. 
(to complete term of nominee for Vice- 
Chairman) 


Member of Association Nominating 
Committee for Elective 
Councilors: Herbert Notkin, M.D., Syracuse, N. Y. 


Member of Association Standing 
Committee on Eligibility, 
2-year term: Lorin Kerr, M.D., Washington, D. C. 


(The present Section Secretary is Leslie Falk, M.D., Empire Bldg., Pittsburgh, Pa.) 


MENTAL HEALTH SECTION NOMINATIONS 


Chairman: Rema Lapouse, M.D., New York, N. Y. 
Vice-Chairman: Alan D. Miller, M.D., Denver, Colo. 
Secretary: Joseph J. Downing, M.D., San Mateo, Calif. 
Members of Section Council, 
3-year terms: Ellen M. Donnelly, Ed.D., Pittsburgh, Pa. 
Henry C. Schumacher, M.D., Gainesville, 
Fla. 


Stanley F. Yolles, M.D., Silver Spring, Md. 


Member of Association Nominating 
Committee for Elective 
Councilors: Josephine K. Omura, Brooklyn, N. Y. 


(The present Section Secretary is Alan D. Miller, M.D., PHS, 621 17th St., Denver, 
Colo.) 


OCCUPATIONAL HEALTH SECTION NOMINATIONS 


Chairman: Fred R. Ingram, Berkeley, Calif. 
Vice-Chairman: Mitchell R. Zavon, M.D., Cincinnati, Ohio 
Secretary: Melvin M. Udel, M.D., New York, N. Y. 


Members of Section Council, 
3-year terms: Ernest Mastromatteo, M.D., Toronto, Canada 
Emil T. Chanlett, Chapel Hill, N. C. 


Member of Association Nominating 
Committee for Elective 
Councilors: Heinrich Brieger, M.D., Philadelphia, Pa. 


(The present Section Secretary is Mitchell R. Zavon, M.D., Kettering Laboratory, 
Eden and Bethesda Sts., Cincinnati, Ohio) 
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PUBLIC HEALTH EDUCATION SECTION NOMINATIONS 


Chairman: Theron H. Butterworth, Ph.D., New York, N. Y. 


Vice-Chairman: Alfred E. Kessler, Indianapolis, Ind. 
Ralph Kuhli, Chicago, Ill. 


Secretary: Ben D. Kiningham, Jr., M.P.H., Springfield, 


Members of Section Council, 
3-year terms: Chester S. Bowers, Dallas, Tex. 
John B. Dibeler, Mineola, N. Y. 
Rosemary M. Kent, Ph.D., Chapel Hill, N. C. 
Malcolm A. Mason, Indianapolis, Ind. 


Member of Association Nominating 
Committee for Elective 
Councilors: Claudia B. Galiher, Kensington, Md. 
Mary Lou Skinner, Atlanta, Ga. 


Member of Association Standing 
Committee on Eligibility, 
2-year term: Louisa E. Haas, Washington, D. C. 
Catherine Vavra, Seattle, Wash. 


(The present Section Secretary is Pauline K. Matthis, M.P.H., 3051 N. Pennsylvania 
St., Indianapolis, Ind.) 


PUBLIC HEALTH NURSING SECTION NOMINATIONS 


Chairman: Anne Burns, Columbus, Ohio 
Madelyn N. Hall, Philadelphia, Pa. 


Vice-Chairman: Margaret G. Arnstein, Washington, D. C 
Secretary: Jane B. Taylor, Des Moines, lowa 


Secretary-Elect: Eva M. Reese, San Mateo, Calif. 
Isabel Ryer, Detroit, Mich. 
Members of Section Council, 
3-year terms: Agnes Fuller, New York, N. Y. 
Genevieve Jones, New York, N. Y. 
Dorothy Rusby, Cleveland, Ohic 
Ann Thomson, Milton, Mass. 
Member of Association Nominating 
Committee for Elective 
Councilors: Betty Ficquett, Columbia, S. C. 
Barbara Wilcox, East Lansing, Mich. 


The present Section Secretary is Jane B. Taylor, Armory Bldg., Des Moines, lowa) 


SCHOOL HEALTH SECTION NOMINATIONS 


Chairman: Florence L. Fogle, R.N., Columbus, Ohio 

Vice-Chairman: C. Adele Brown, M.D., Oswego, N. Y. 

Secretary: Marian V. Hamburg, Ed.D., New York, N. Y. 

Secretary-Elect: Mildred E. Doster, M.D., Denver, Colo. 
(Cont.) 
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Members of Section Council, 
3-year terms: Fred V. Hein, Ph.D., Chicago, Ill. 
J. Keogh Rash, H.S.D., Bloomington, Ind. 


Member of Association Nominating 


Committee for Elective 
Councilors: Warren Southworth, Dr.P.H., Madison, Wis. 


(The present Section Secretary is Marian V. Hamburg, Ed.D., American Heart 
Association, 44 E. 23rd St., New York, N. Y.) 


STATISTICS SECTION NOMINATIONS 


Chairman: Robert D. Grove, Ph.D., Washington, D. C. 


Vice-Chairman: A. Hardisty Sellers, M.D., Toronto, Canada 
Sam Shapiro, New York, N. Y. 


Secretary: Fay M. Hemphill, Ph.D., Bethesda, Md. 
Secretary-Elect: Sidney Cutler, Bethesda, Md. 


Members of Section Council, 
3-year terms: Jacob Bearman, Ph.D., Minneapolis, Minn. 
Fraser Harris, Ottawa, Canada 
Felix Moore, Ann Arbor, Mich. 
Margaret Rice, Jackson. Miss. 
Colin White, New Haven, Conn. 


Member of Association Nominating 
Committee for Elective 


Councilors: Bernard Greenberg, Ph.D., Chapel Hill, N.C. 
Jane Worcester, Dr.P.H., Boston, Mass. 


(The present Section Secretary is Fay M. Hemphill, Ph.D., National Institutes of 
Health, 7401 Wisconsin Ave., Bethesda, Md.) 
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NEWS OF AFFILIATED SOCIETIES AND BRANCHES 


APHA Affiliated Societies and Branches 


SociETY AND SECRETARY 


ALABAMA PUBLIC HEALTH ASSOCIATION, Ralph 
Roberts, State Health Dept., Montgomery 

ARIZONA PUBLIC HEALTH ASSOCIATION, Joseph J. 

. Weinstein, Maricopa County Health Dept., Phoenix 
ARKANSAS PUBLIC HEALTH ASSOCIATION, Mrs. 
Vada Russell, State Health Dept. Bidg., Little Rock 

CALIFORNIA, NORTHERN PUBLIC HEALTH ASSO. 
CIATION, Mrs. Joan Davis, City Health Dept., San Jose 

CALIFORNIA, SOUTHERN, PUBLIC HEALTH ASSO- 
CIATION, Dorothea Hansen, City Health Dept., Los 
Angeles 12 

COLORADO PUBLIC HEALTH ASSOCIATION, Alice 
de Bruyn Kops, 4660 S. Delaware, Englewood 

CONNECTICUT PUBLIC HEALTH ASSOCIATION, 
Shirley Thayer, R.N., 61 Arnold Way, West Hartford 7 


CUBAN PUBLIC HEALTH SOCIETY, Dr. Raphael Calva 


Fonseca, Calle 19 No. 511 Altos Vedado, Havana 

FLORIDA PUBLIC HEALTH ASSOCIATION, Everett H. 
Williams, Jr., P. O. Box 210, Jacksonville 

GEORGIA PUBLIC HEALTH ASSOCIATION, Mrs. 
Martha Power, State Health Dept., Atlanta 3 

HAWAII PUBLIC HEALTH ASSOCIATION, Alison Mac- 
Bride, R.N., 510 S. Beretania St., Honolulu 13 

IDAHO PUBLIC HEALTH ASSOCIATION, Ralph Car- 
penter, 120 N. Capitol Blvd., Boise 

ILLINOIS PUBLIC HEALTH ASSOCIATION, William J. 
Hixon, Evanston Health Dept., Evanston 

INDIANA PUBLIC HEALTH ASSOCIATION, Malcolm 
J. MeLelland, State Board of Health, Indianapolis 

IOWA PUBLIC HEALTH ASSOCIATION, Lioyd Coe, 
lowa Hospital Association. 1012 Liberty Bldg., Des 
Moines 

KANSAS PUBLIC HEALTH ASSOCIATION, W. W. Wil- 
more, Kansas Tuberculosis and Health Asen., 1134 
Topeka Ave., Topeka 

KENTUCKY PUBLIC HEALTH ASSOCIATION, Miss 
Peggy Fisher, 275 E. Main St., Frankfort 

LOUISIANA PUBLIC HEALTH ASSOCIATION, A. CG. 
Owens, P. O. Box 1872, Monroe 

MARYLAND PUBLIC HEALTH ASSOCIATION, Mary 
Thompson, Prince Georges County Board of Education, 
Upper Marlboro 

MASSACHUSETTS PUBLIC HEALTH ASSOCIATION, 
Mrs. Elizabeth K. Caso, Dept. of Health, Cambridge 

MICHIGAN PUBLIC HEALTH ASSOCIATION, Howard 
Hilton, Washtenaw County Health Dept., County Bldg., 
Ann Arbor 

MINNESOTA PUBLIC HEALTH ASSOCIATION, D. 8. 
Fleming, M.D., State Dept. of Health, University Cam- 
pus, Minneapolis 

MISSISSIPPI PUBLIC HEALTH ASSOCIATION, H. E. 
Boone, P. O. Box 1700, Jackson 

MISSOURL PUBLIC HEALTH ASSOCIATION, Mrs. 
Nadia Craver, Sth Fl., State Office Bldg., Jefferson City 

MONTANA PUBLIC HEALTH ASSOCIATION, Thomas 
S. Willett, Montana Public Health District 1, Hardin 

NEBRASKA PUBLIC HEALTH ASSOCIATION, George 
R. Underwood, M.D., 935 R. St., Lincoln 


Michigan in Middle States Branch 


Epiror’s Note: The Journal is indebted to 
the editors of the Newsletter (June, 1960), 
Michigan Public Health Association, for a 
major part of the following report. Space 
limitation precludes a printing of the entire 
report. 


The 39th Annual Conference of the 
MPHA (Detroit, May 11-13) was well 
attended, swift moving. and generally 
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NEW JERSEY PUBLIC HEALTH ASSOCIATION, Waldo 
McNutt, M.P.H., Delaware River Drive, Frenchtown 
NEW MEXICO PUBLIC HEALTH ASSOCIATION, 
Daniel T. Marley, P. O. Box 8066, Albuquerque 

NEW YORK CITY, PUBLIC HEALTH ASSOCIATION 
OF, Frances Ann McVey, 4317 Robinson St., Flushing 
$5, N. 

NEW YORK STATE PUBLIC HEALTH ASSOCIATION, 
Mrs. Kathleen Boland, Rensselaer County Health Dept., 


Troy 

NORTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Robert W. Brown, Box 7525, Asheville 

NORTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice H. Peterson, M.D., State Dept. of Health, Bis- 
marck 

OHIO PUBLIC HEALTH ASSOCIATION, Mrs. June 
O'Donnell, 3516 Braddock .St., Dayton 

OKLAHOMA PUBLIC HEALTH ASSOCIATION, Bill 
Burk, 3400 North Eastern, Oklahoma City 

OREGON PUBLIC HEALTH ASSOCIATION, Muriel 
David, City Bureau of Health, 203 N.E. 28th Ave., 
Portland 

PENNSYLVANIA PUBLIC HEALTH ASSOCIATION, 
Emma J. Petach. R.N., 324 N. Second St., Harrisburg 

PUERTO RICO PUBLIC HEALTH ASSOCIATION, Mrs. 
Mae de Acin, Apartado 211, San Juan 2 

SOUTH CAROLINA PUBLIC HEALTH ASSOCIATION, 
Emily Anne Easterling, Richmond County Health Dept., 
Columbia 

SOUTH DAKOTA PUBLIC HEALTH ASSOCIATION, 
Alice Brady, R.N., State Dept. of Health, Pierre 

TENNESSEE PUBLIC HEALTH ASSOCIATION, C. B. 
Tucker, M.D., State Dept. of Health, 420 Sixth Ave., 
N., Nashville 

TEXAS PUBLIC HEALTH ASSOCIATION, Joseph N. 
Murphy, Jr., State Dept. of Health, Austin 

UTAH PUBLIC HEALTH ASSOCIATION, Katherine 
Brandon, M.D., P. O. Box 25, Foothill Station, Salt 
Lake City 

VIRGINIA PUBLIC HEALTH ASSOCIATION, Robert M. 
Parker, 40] Colley Ave., Norfolk 7 

WASHINGTON STATE PUBLIC HEALTH ASSOCIA- 
TION, Caesar Branchini, Benton-Franklin County 
Health Dept., Paseo 

WEST VIRGINIA PUBLIC HEALTH ASSOCIATION, 
Mrs. Katherine L. Brown, State Dept. of Health, 
Charleston 5 

WISCONSIN ASSOCIATION FOR PUBLIC HEALTH, 
Paul Weis, RR No. 2, Waunakee 

MIDDLE STATES BRANCH, APHA, Thelma Luther, 
Dept. of Health, Des Moines, lowa 

SOUTHERN BRANCH, APHA, M. L. McDonald, Dallas 
Health Museum, Dallas, Tex. 

WESTERN BRANCH, APHA, Robert G. Beaumier, 1309 
Smith Tower, Seattle, Wash. 


satisfactory. A total of 478 public health 
workers and guests registered for the 
three-day meeting. This compares with 
322 in 1959 in Grand Rapids and 453 
in 1958 in Detroit. 

The cocktail hour that preceded the 
conference dinner proved popular with 
the 129 dinner guests. Arthur B. Price, 
M.D., regional medical director, PHS, 
Chicago, and Thomas R. Hood, M.D., 
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deputy executive director, American 
Public Health Association, brought 
greetings from the Service and the 


Association. 

The ceremony of awarding honorary 
memberships to Grace Ross, R.N., re- 
tired chief, public health nursing, Detroit 
Health Department; John Monroe, M.D., 
Oakland County health officer; and 
Arthur Harvey, chief sanitarian, Dis- 
trict Health Department No. 1, Cadillac, 
received enthusiastic applause. Equally 
enthusiastic was the audience reaction 
when a crisp $100 bill was presented 
to Lyman Chamberlain, retiring treas- 
urer and ex-president, ex-vice president, 
ex-secretary and ex-director of MPHA. 
This was in recognition of 12 uninter- 
rupted years of service to the Associa- 
tion. Philip V. Shirley, retiring presi- 
dent, accepted from Otto Engelke, M.D., 
incoming president, the Association’s 
gift of a tiny golden gavel mounted 
on a black enamel tie clip. 

The opening day dinner meeting of 
the new and old Board of Directors 
had as its guest Dr. Hood, who brought 
the group up to date on developments 
in the national program. 

At the first general session Governor 
G. Mennen Williams paid tribute to 
Michigan’s local health departments by 
an official proclamation declaring 
Wednesday, May 11, Community Health 
Day. The official document was deliv- 
ered by Albert E. Heustis, M.D., state 
health officer, speaking for the governor. 
This is the first official state-wide public 
acclaim ever bestowed upon the Michi- 
gan Public Health Association as the 
state association to be honored for the 
achievements and accomplishments of 
public health workers in the state. 

A group life insurance plan was pre- 
sented to the MPHA members at this 
year’s annual conference. Members have 
been asked to express their wishes by 
ballot. To date 149 returns have been 
received, 63 per cent of which have 
indicated interest in the plan. 
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A recommendation of the Board of 
Directors of MPHA that the Associa- 
tion affiliate with the Middle States 
Branch of APHA was discussed at the 
second meeting of the House of Dele- 
gates at the conference. The House 
of Delegates voted in favor, and MPHA 
becomes the 12th state to be affiliated 
with the Branch. 

Among the resolutions passed by the 
MPHA House of Delegates: that MPHA 
consider the possibility of having group 
membership from certain organizations 
concerned with public health in addi- 
tion to or in place of individual mem- 
bers; that MPHA continue its support 
in principle of the passage of legisla- 
tion which would provide for the regis- 
tration of sanitarians; that MPHA en- 
dorse and pledge support to the efforts 
of the Michigan Nursing Association 
to alleviate the critical shortage of 
nurses in Michigan; that MPHA develop 
a program with other agencies for the 
recruitment and training of public health 
personnel. 

The scientific program was especially 
well received not so much because topics 
were novel, as because the speakers 
presented new challenges to the dele- 
gates. Topic of the first general session 
was the 1960 White House Conference. 
Katherine B. Oettinger, chief, Children’s 
Bureau, Washington, spoke, and a panel 
discussed “Conference Findings: Their 
Implications for Michigan.” Panelists: 
Leader, Clarice Freud, chairman, Michi- 
gan Youth Commission; Mrs. G. Mennen 
Williams, Lansing; Robert Heavenrich, 
M.D., chairman, Child Welfare Com- 
mittee, Michigan State Medical Society; 
Nathan J. Kaufman, probate judge, 
Wayne County, in charge of Juvenile 
Division. 

The three speakers at the second ses- 
sion—‘“Meeting the Challenge of the 
Added Years”’—were Vlado Getting, 
M.D., professior of public health prac- 
tice, School of Public Health, University 
of Michigan, Ann Arbor; A. Hazen 
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Price, M.D., Detroit, chairman, Geriat- 
rics Committee, Michigan State Medical 
Society; Alexander H. Hirschfeld, M.D., 
Detroit, member, Mental Health Com- 
mittee, Michigan State Medical Society. 

Delegates attending the third session 
heard James Steele, D.V.M., chief, Vet- 
erinary Medicine, Communicable Dis- 
ease Center, Atlanta, on “Animal Dis- 
eases and Public Health”; George T. 
Daughters, director, Detroit District, 
Food and Drug Administration, on 
“Current Problems in Connection with 
Your Food and Drugs”; and Clyde B. 
Simson, M.D., director, Children’s Serv- 
ice, Lafayette Clinic, Detroit. on “How 
Do We Help the Child with Emotional 
Problems?” 

All nine divisions of MPHA met twice 
during the conference. Five of them 
held two joint sessions. 


The directory of 1960-1961 officers is: 


President—Otto Engelke, M.D., director, 
Washtenaw County Health Department, Ann 
Arbor 

Vice-President—Robert Bowman, Ph.D., as- 
sistant to the dean, School of Public Health, 
University of Michigan, Ann Arbor 

Secretary—Betty Van Dyke, Branch-Hillsdale 
District Health Department, Coldwater 

Treasurer—Robert Beck, Macomb County 
Health Department, Mt. Clemens 

Immediate Past President—Philip V. Shirley, 
sanitarian, Ingham County Health Depart- 
ment, Lansing 

Executive Secretary—Howard Hilton, Wash- 
tenau County Health Department, Ann Arbor 

Representative on the Governing Council, 
APHA—Isabelle Ryer, R.N., director, Divi- 
sion of Nursing, Detroit Department of 


Health 


The Michigan School Health Asso- 
ciation held its annual conference on 
the afternoon of the final day of MPHA’s 
39th. Keynote address was “Common 
Problems and Interrelationships Between 
Health Services Administration, Special 
Education and Educational Administra- 
tion.” This was delivered by Albert E. 
Heustis, M.D., commissioner, Michigan 
Department of Health. 
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West Virginia: Future Tasks Aired 


The West Virginia Public Health 
Association held its 36th Annual Con- 
ference at Bluefield, May 11-13, in co- 
operation with the West Virginia De- 
partment of Health. The 249 registrants 
were given numerous opportunities 
throughout the sessions to get help in 
“Meeting New Responsibilities in Public 
Health”; the majority of programs for 
both general and sectional meetings had 
been planned with this in mind. 

Eugene J. Powell, administrative as- 
sistant to the director of disease control, 
State Health Department, Charleston, 
WVPHA president, had the gavel at 
the first general session. At this, N. H. 
Dyer, M.D., M.P.H., state director of 
health, spoke about new responsibilities 
faced in the state. “We have hardly 
scratched the surface,” he said, “in 
our efforts to understand and _ solve 
the problems of health and disease.” 
Research is a high priority responsi- 
bility; many environmental hazards are 
known “and protective practices are ad- 
ministered, but new ones arise more 
rapidly than control measures, if known, 
can be applied. . . . We can hardly 
expect to render a community free from 
health hazards, but we can strive to 
reduce these hazards to a minimum.” 

Eugene H. Guthrie, M.D., chief pro- 
gram officer, Bureau of State Services, 
PHS, Washington, D. C., presented his 
views on public health’s new responsi- 
bilities at this morning session, and 
in the afternoon was principal speaker 
on “Practical Ways” of meeting them 
at the session of the Health Adminis- 
tration Section. The other seven sec- 
tions — Laboratory, Health Education 
and Medical Services, Public Health 
Nursing, Sanitation, Industrial Hygiene, 
Mental Health, and Clerical and Vital 
Statistics—-were also scheduled for this 
time. All addressed themselves to par- 
ticular aspects of the conference theme. 
A bonus for the sanitarians was a 
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brief discussion of “Benefits of Member- 
ship in APHA” by William C. Gibson, 
acting dean. School of Public Health, 
University of Michigan. The afternoon 
of the second day was also devoted to 
meetings of the eight sections. 

Delegates at the second general ses- 
sion heard E. G. McGavran, M.D., 
M.P.H., dean, School of Public Health, 
University of North Carolina. He 
warned that “early diagnosis and treat- 
ment of disease alone and individually 
will not bring about control of the 
disease. . . . The only practical approach 
is to treat the community as a patient,” 
he said, “and to diagnose its ills and 
devise means of modifying the environ- 
ment and the reactions of persons to it.” 
Dr. McGavran’s parting thought: “When 
the history of this country is written 
with perspective it will be evident that 
to community diagnosis and treatment 
we owe the great and only conquest 
of disease.” 

Dr. McGavran was joined on the 
platform at the third general session— 
a panel discussion on the conference 
theme—by Zella Bryant, acting chief, 
Division of Public Health Nursing, PHS; 
William C. Gibson; Josephine W. Gut- 
ridge, regional records consultant, Re- 
gion III, PHS; Mabel E. Rugen, pro- 
fessor of health education, School of 
Public Health, University of Michigan; 
and Morris Scherago. D.V.M., head. De- 
partment of Bacteriology, University of 
Kentucky. Dr. Eugene H. Guthrie was 
moderator. 

In his presidential address at the 
fourth general session. Eugene J. Powell 
spoke of the state’s problem of meeting 
new responsibilities in the face of in- 
sufficient state funds for official public 
health programs. He noted that the 
State Health Department had asked the 
last legislature to increase per capita 
outlay to $1.25. The request, however, 
was cut back to the 82 cents allowed 
on the 1958 budget level, “considerably 
lower than per capita expenditures in 
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adjoining states,” according to a resolu- 
tion passed by WVPHA. 

At the annual banquet the following 
honors were given: the Professional 
Award for Outstanding Service in Pub- 
lic Health to William Price Bittinger, 
M.D., Summerlee; the Citizens Award 
for Furthering Public Health Activities 
to Mrs. Wayne Gadd, executive secre- 
tary. Mercer County TB and Health 
Association, Bluefield. Six persons re- 
ceived 25-year service award certif- 
cates: C. Y. Moser, M.D., Kingwood; 
Bertha Bolt. Charleston; Edward B. 
Carroll, Charleston: Herbert Martin, 
Morgantown: Owen Meadows. Charles- 
ton: Virginia Shughrou, Charleston. 

The directory of officers for 1960- 
1961 is: 

President—B. S. Brake, M.D..  Harrison- 

Clarksburg Health Department, Clarksburg 
President-Elect—Eva B. Green, Cabell-Hunt- 

ington Health Department, Huntington 
First Vice-President—Wanda V. Johnson, 

Kanawha-Charleston Health Department, 

Charleston 
Second Vice-President—James Rosencrance, 

Division of Sanitary Engineering, State 

Health Department, Charleston 
Secretary—Mrs. Katherine L. Brown, State 

Health Department, Charleston 
Treasurer—Anne Rouse, Division of Cancer 

Control, State Health Department, Charles- 

ton 
Delegate to APHA—L. A. Dickerson, M.D., 

State Health Department, Charleston 
Alternate to APHA—Bruce H. Pollock, M.D., 

Cabell-Huntington Health Department, Hunt- 

ington 


Idaho: Better Relations Will Score 


Eprror’s Note: The Journal is indebted to 
the editors of the IPHA Newsletter (June, 
1960) for a major part of the following ac- 
count of the Idaho meeting. Space limitations 
unfortunately preclude a printing of the report 
verbatim. 


Idaho Public Health Association’s 
Annual Meeting (April 29-30) was con- 
cerned, overall, with “New Goals for 
1960: IPHA Carries the Ball.” Putting 
the ball into play. W. R. Hearne, M.D., 
vice-chairman of the Pocatello City Com- 
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mission, opened the first session with 
a review of the relationships between 
the State Department of Health and the 
medical profession and urged the medi- 
cal profession to give more active sup- 
port to public health measures. 

H. Grant Gardner, outgoing presi- 
dent, urged closer relationships between 
the Department of Health staff members 
and the IPHA. He expressed hope that 
holding the annual meetings in Pocatello 
and Lewiston would help the organiza- 
tion reach out to new members in the 
major communities in Oregon and Idaho. 

Mr. Gardner, a representative in the 
Idaho Legislature, thought the major 
accomplishment of IPHA in the past 
year had been the establishment of 
closer relationships with Western Branch, 
legislative activities for the 36th session 
of the legislature. an excellent News- 
letter, and a revision of the IPHA con- 
stitution. He then discussed the prob- 
lem of providing better medical care 
for the aged. Although he indicated 


his opposition to the Forand Bill, he 
urged all interested citizens to work 
together to solve the problem of pro- 
viding hospital and medical services for 


the aging. President Gardner strongly 
urged all members of IPHA to consider 
and work for an increase in the bond- 
ing limit in Idaho in order to permit 
the establishment of new facilities in 
state institutions. (IPHA later passed a 
resoluton supporting the increase. A 
majority of the 13 resolutions passed 
were directed at legislative changes.) 

The balance of the morning program 
included an address by Idaho's Gov- 
ernor Smylie. who reviewed recent 
efforts toward better public health in 
the state, and a panel discussion on 
public health legislation. During the 
latter, a report on forensic medicine 
was made by J. Woodson Creed, M.D.. 
in which he brought up some of the 
issues involved in the “ownership of 
dead bodies” and the definition of “next- 
of-kin.” IPHA was urged to work 
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toward clarification of these issues. 
Judge Smith of Boise then presented 
his views on the prevention of juvenile 
delinquency. Criticizing the youth re- 
habilitation act, he expressed the opin- 
ion that the juvenile delinquent repre- 
sents a correctional problem not a mental 
health problem. He stated that profes- 
sional mental health resources are in- 
cidental and that the main emphasis 
should be on discipline. Dr. Fred 
Wallber reviewed the problems of the 
aging and described the work of the 
Commission of the Aging in Idaho. 

In the afternoon, small groups of 
delegates with varying interests and 
specialties met to review the IPHA 
program and its goals and to present 
reports of their recommendations. 

Saturday morning was devoted to a 
panel of State Hospital South physi- 
cians, psychologists, and social workers 
who considered the matter of support 
for indigent families. 

The highlight of the meeting was the 
newly established annual L. J. Peterson 
Memorial Lecture, inaugurated by Mal- 
colm H. Merrill, M.D., director of public 
health for the state of California and 
current president of the American Pub- 
lic Health Association. [PHA members 
have received copies of this address 
entitled “Public Health Now and in 
the Future.” 

In the area of personal health, “almost 
inseparable” from community health, 
Dr. Merrill noted that increased avail- 
ability of “medical care for prevention 
and early detection of disease will have 
to be developed. More complete health 
insurance coverage will be needed, for we 
know from our surveys that the groups 
with the widest range of health problems 
are those least likely to have health insur- 
ance coverage.” But all of this implies 
community action. “The individual alone 
cannot supply these services for himself; 
he can only be taught to utilize these 
resources to cope with his personal 
health problem. . . . Community health 


1441 


| 
= 
es 
| 
“a 
Pe 


no longer depends on a small commu- 
nity’s keeping its food and water supply 
safe; it now means that the total en- 
vironment must be controlled through 
community action, and the ‘community’ 
can no longer be a small one, insulated 
from the rest of the nation or the rest 
of the world. The Atomic Age has 
made the world a community.” 

The annual IPHA award was pre- 
sented to Mrs. Sybil Smith of Rexburg. 
Dr. Creed, last year’s recipient, made 
the presentation in verse form. The 
tribute opened: 

“When we try to count service in number of 
years, 

It rarely reveals to us ‘blood, sweat, and 
tears.” 


Twenty years in Polio, TB, and Cancer, 
Arthritis, PTA, Public Health Enhancer!” 


IPHA amended its constitution and 
by-laws during the business sessions. 
Provision has now been made for vari- 
ous membership classes and for affiliated 
local public health associations on a 
county or district basis. 

The directory of IPHA officers for 
1960-1961 is as follows: 


President—J. E. Wyatt, M.D., M.P.H., medi- 
cal director, District Health Department, 
Boise 

President-Elect—Judge Theron Ward, Twin 
Falls 

Ist Vice-President—Mrs. Lora Albright, Juli- 
aetta 

2nd Vice-President—Mrs. Gen Bistline, Poca- 
tello 

3rd Vice-President—P. Blair Ellsworth, M.D., 
Idaho Falls 

4th Vice-President—Mrs. Irene Shreve, R.N., 
Lewiston 

Secretary-Treasurer—Ralph Carpenter, Boise 

Representative to Western Branch, APHA— 
John W. Casper, M.D., director, City- 
County Health Department, Idaho Falls 

Alternate—Victor Overholt, M.D., medical di- 
rector, Southeastern District Health Depart- 
ment, Pocatello 


North Dakota: Human Conservation 


The 17th Annual Meeting of the 
North Dakota Public Health Association 
(May 16-17) opened in Fargo with 


1442 


program participants primed to discuss 
various aspects of “Conserving Human 
Resources.” 

At the first general session, Mrs. 
William Lane, a director of the North 
Dakota Farm Bureau, delivered a plea 
for conservation of “our precious liber- 
ties and our constitutional form of gov- 
ernment.” The nation, she said, is facing 
a trend in which “We are moving away 
from individual freedom to an ever 
enlarging federal government . . . at 
the expense of the rights and privileges 
of states, local government and certainly 
the individual. People do not realize 
we are the federal government . . . we 
pay the bills . . . we get nothing free.” 

L. G. Pray, M.D., a pediatrician of 
the Fargo Clinic, spoke on the “Emo- 
tional Needs of Children and Youth.” 
He stated that emotional problems were 
a definite contributor to juvenile delin- 
quency. And “Increase in the incidence 
of emotional problems and mental ill- 
ness, together with the sharp rise in 
juvenile delinquency are forcing respon- 
sible citizens to strive for means of 
preventing these problems and of prop- 
erly handling them when they arise.” 
Society, he said, is “becoming increas- 
ingly aware of the need for instilling 
high ideals and good habits in our 
growing childhood population.” A child 
does not suddenly emerge a juvenile 
delinquent at a specific age; “A great 
majority of delinquency has its origin 
in earlier childhood.” We must, there- 
fore, “look into the causes to see what 
we can do to eliminate them before 
they develop into serious maladjustment, 
teenage delinquency and possibly an 
irreversible criminal status.” 

Loren Waxler, D.D.S., Jamestown, 
closed the first session with a paper on 
“Dentistry for Handicapped Children,” 
in which he discussed the great need 
for more dentists to be trained in the 
treatment of dental defects of handi- 
capped children. He illustrated his 
major points with a film. 
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The three NDPHA sections gathered 
for meetings on the afternoon of the 
first day. Nursing heard a “Report on 
White House Conference on Children 
and Youth” given by Hazel Dettman, 
physical education consultant, Fargo 
Public Schools. I. A. Schipper, Ph.D., 
veterinarian, NDSC, Fargo, discussed 
“Mastitis Prevention and Antibiotics in 
‘Milk” with Environmental Sanitation. 
The General Health Section heard Mar- 
garet Watts of the North Dakota State 
Department of Health speak on “1960 
Census—More Than a Nose Count.” 

Robert L. Bennett, acting area direc- 
tor, Bureau of Indian Affairs, Aberdeen, 
S. D., opened the second general session 
with a discussion of the Indian’s mores, 
his progress and problems. He corre- 
lated the presence of the “old” on the 
reservation and the “new” in an ever- 
changing world. The bringing of the 
two together will take time and patience, 
he said. 

L. D. Thomas, M.D., regional radio- 
logical health consultant, PHS, Kansas 
City, Mo., in “The Challenge of Radia- 
tion” warned against public alarm about 
radiation measurements, since there is 
no record with which to compare these 
statistics. However, ionizing radiation is 
hazardous and physicians and dentists 
should use radiologic diagnostic meas- 
ures with discretion for the maximum 
protection of the patient. 

The session’s concluding papers were 
on “Rheumatic Fever Prevention—Re- 
port on North Dakota Study and Pro- 
gram,” presented by Walter F. Pretorius, 
M.D., heart disease control officer, North 
Dakota State Department of Health, and 
“Year of Progress,” by W. Van 
Heuvelen, executive officer of the State 
Health Department. 

The banquet address, “Fair Play For 
Older Citizens,” was delivered by Ken- 
neth R. Larson, M.D., an internist from 
St. Paul, Minn. He described an or- 
ganization called “Age” (American 
Geriatrics Enterprises) and explained its 
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beginning and progress for the employ- 
ing of older citizens between the ages 
of 50 and 65. A movie made by the 
Dave Garroway Show on “Age” was 
shown to demonstrate what communities 
could do to take care of men “too young 
to retire and too old to hire.” 

William Unti, executive director, 
North Dakota Society of Crippled Chil- 
dren and Adults, Jamestown, succeeded 
Goodwin A. Hoff, sanitarian, Fargo 
Health Department, as NDPHA presi- 
dent. Other officers for 1960-1961 are: 
President-Elect—Mrs. Eugenia Burr, R.N., 

senior public health nurse, Cass County, 

Fargo 
Vice-President—Chester Eugene, director, Di- 

vision of Mental Health, State Department 

of Health, Bismarck 
Secretary-Treasurer—Alice H. Peterson, M.D., 
director, Division of Maternal and Child 

Health, State Department of Health, Bis- 

marck 
Representative to the Middle States Branch of 

the APHA—Vera Knickerbocker, R.N., di- 

rector, Division of Public Health Nursing, 

State Department of Health, Bismarck 
Representative to the APHA—Mrs. Margaret 

Watts, director, Division of Vital Statistics, 

State Department of Health, Bismarck 


Medicine in the Wild Blue Yonder 


At the Annual Meeting of the Virginia 
Public Health Association (Roanoke, 
May 17) the principal speaker was Col. 
Herbert H. Kerr, deputy director, Direc- 
torate of Plans and Hospitalization, 
Office of the Surgeon General, United 
States Air Force. His paper was on 
“Medical Problems of Space Flight.” 
This is reported to have been “stimulat- 
ing and was enthusiastically received.” 

Evident at the meeting was the con- 
tinued interest of the membership in 
the control of milk in Virginia. As a 
result of this, a committee was named 
to work out ways and means that would 
assure health department jurisdiction 
over milk production and processing. 

The Laboratory Section presented an 
award to Archer D. Farmer, director 
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of laboratories, Norfolk City Health De- 
partment, for “outstanding public health 
laboratory work.” 

The directory of VPHA officers for 
1960-1961 is: 


President—William A. Dorsey, director, Public 
Health Laboratory, Richmond 

President-Elect—Helen W. Wiesmann, R.N., 
assistant professor in nursing, Medical Col- 
lege of Virginia, Richmond 

Vice-President—John Hamner, M.D., M.P.H., 
health officer, Hanover County Health De- 
partment, Ashland 

Treasurer—H. E. Henderson, advisory sani- 
tarian, Pittsylvania County Health Depart- 
ment, Chatham 

Representative on the Governing Council, 
APHA—Thomas_  D. sanitarian, 
Amelia County Health Department, Amelia 


Lewis, 


Representative on the Governing Council, 
Southern Branch, APHA—J. Robert Ander- 
son, director, Health Education, State De- 
partment of Health, Richmond 


Washington Affiliate Now Publisher 


Washington State Public Health Asso- 
ciation no longer believes that its re- 
sponsibilities are totally discharged by 
planning and staging annual meetings. 
Convinced that it has responsibility for 
providing some direct services to the 
professional worker and to the public, 
it now ventures into the publishing 
field with “Swimming Pool Operation— 
A Manual for Operators.” WSPHA’s 
Membership Services Committee expe- 
dited it, and the Engineering Section, 
Washington State Department of Health, 
prepared the text. Sales to date, with- 
out any sales campaign, have already 
practically paid for the cost of pro- 
duction. (See item below, “For Reduc- 
ing the Haphazard,” for review of this 
publication. ) 


APHA membership application blank on page XLIII 


For Reducing the Haphazard 


“The health of the swimmer is at 
stake whenever a pool is operated hap- 
hazardly. (This) places a burden 
upon the operator to use all the pre- 
ventive measures available to him” to 
protect those using the pool. Words 
from the introduction to the Washington 
State Public Health Association’s first 
publication, “Swimming Pool Opera- 
tion,” a 75-page manual designed to 
help the operator discharge his respon- 
sibilities intelligently. 

Members of the Engineering Section. 
Washington State Department of Health, 


assisted the WSPHA in its first under- 
taking as a publisher by preparing the 
text. This is in nine sections covering 
disease prevention, safety, equipment 
operation and maintenance, filters, chem- 
icals, tests and records, sanitary con- 
trol, and off-season maintenance. Of 
two appendixes, one is a check list in 
the form of a quiz for operators; the 
other is a glossary. Illustrated, easy- 
to-read print, on paper that looks to be 
durable. 

Available from WSPHA, 1309 Smith 
Tower, Seattle. Wash.; $1.25. 
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Annual Meeting Employment Service 


An employment center wili be located in Room 400 of the Civic Auditorium at 
the 88th Annual Meeting. The service will be sponsored by the California State 
Department of Employment, an affiliate of the U. S. Employment Service, and the 
Association. Professional personnel will be available to assist employers and em- 
ployees. Vocational counseling will also be available. 

Employers and candidates are urged to file beforehand. This should be done 
through your local state employment service office. Filing by October 21 is 
necessary if records are to be forwarded to the meeting. It will be possible to 
register at the meeting also. Early registering at the employment center will permit 
prompt activation of files. 

A conference room will be available at the center for use by employers and ap- 
plicants. Early registration will facilitate appointment arrangements. 


The following pages present information for those seeking public health personnel and for 
those seeking positions in public health. Other information concerning vacancies and personnel 
available is on file in the Association office. Anyone wishing to have the benefit of this additional 
information can obtain it by writing to the Vocational Counseling and Placement Service of the 
Association. 

Advertising space in these pages is available at special rates for the use of employers or 
individuals. The charges are $5 for the first 50 words or fraction thereof and $1 for each 
additional 10 words or fraction thereof. There is no charge to members or Fellows of the 
Association who desire to utilize the Positions Wanted portion of these pages. Closing date 
for receipt of advertisements is the first of the month preceding the desired month of publication. 
All correspondence should be sent to the American Public Health Association, 1790 
Broadway, New York 19, N. Y. 


POSITIONS AVAILABLE 


Field Secretary for Commission on 
Dental Health in Wisconsin—to coordinate 
activities of committees. Prefer experience in 
public relations, education, public health or 
program organization. For application form 
write Secretary, Wisconsin State Dental 
Society, 704 W. Wisconsin Ave., Milwaukee 3, 
Wis. 

Medical Health Officer—for Jackson 
County, Ill. Established county health depart- 
ment in southern Illinois near St. Louis, Mo. 
Southern I}inois University (enrollment 8,000) 
located within the county. Health department 
used for field experience of student nurses and 
health education students from the university. 
Good recreation facilities at the three nearby 
lakes. Office air-conditioned; liberal vacation, 
sick leave, and retirement benefits. Salary 
range $15,000-$18,000 for physicians with 
public health training and experience. Con- 
tact Dr. Clifford G. Neill, President, Jackson 
County Board of Health, 1015144 Chestnut St., 
Murphysboro, Ill. 


Assistant Health Director—City-County 
Unit, serving 250,000. Newly created position. 
Duties may be assigned according to prefer- 
ences of applicant. Salary range $11,364 
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$13,548. M.P.H. preferred. Equivalent ex- 
perience acceptable. Write to Dr. James 
Speers, Public Health Director, City of Des 
Moines, Des Moines, Iowa. 


Director, Division of Child Health Serv- 
ices—Work includes responsibility for crippled 
children’s program, maternal, infant, preschool 
and school health activities. Physician with 
pediatric training preferred but not necessary. 
Salary range $12,120-$15,200, with opportunity 
for promotion to $16,200. Merit system, vaca- 
tion, sick leave, and excellent retirement plan. 
Apply Executive Officer, State Board of 
Health, Helena, Mont. 


Epidemiologists or Other Public Health 
Physicians interested in clinical practice. For 
expanding decentralized program all- 
purpose medical group in rural area. Aca- 
demic environment and benefits program. 
Qualifications: eligibility for New York license, 
and preferably Board eligible in internal or 
preventive medicine. Rip Van Winkle Clinic, 
Hudson, N. Y. 


Pediatrician—for State Health Depart- 


ment. To act as pediatric consultant within 
agency and work with professional and lay 
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—PUBLIC HEALTH OPPORTUNITIES IN ILLINOIS— 
Local Health Officers — $15,000 - $19,200 


Twelve positions in county, multiple-county, 
and urban health departments. Salary de- 
pendent on training, experience, and assign- 
ment. All positions require medical degree 
and internship approved by the AMA; one year 
postgraduate public health study or certifica- 
tion in preventive medicine-public health; two 


years full-time experience in public health 
practice or equivalent; United States citizen- 
ship: eligibility for Illinois Medical Li- 
cense. Employment possible while awaiting 
licensure. Social Security or Municipal Re- 
tirement Plan. 


Chief Toxicologist — $18,000 - $20,000 


To establish and administer a state-wide 
toxicological service, and to plan and operate 
laboratories therefor. Directs and supervises 
work of toxicologists, chemists, etc. Works 
with law enforcement agencies, coroners, 


pathologists, ete. This is a new function and 
offers a real challenge. Requirements: Ph.D. 
degree in toxicology or related science; ten 
years’ experience in toxicologic work. Merit 
system examination. 


Chief Public Health Educator — $9,960 - $12,480 


To plan, organize, and supervise the state- 
wide program of public health education. 
Location: Springfield, Requirements: 
master’s degree in public health education and 


Ph.D. 
years’ responsible experience. 
examination. 


in education or social sciences; ten 
Merit system 


Chief, Bureau of Statistics — $9,360 - $11,880 


To plan and direct the state-wide service in 
vital records and _ statistics. | Administers 
over-all activities of major programs in statis- 
tical analyses and research, and in registration 
of vital records. Requirements: College 
graduation with major courses in statistics or 


mathematics; one year graduate study in 
biostatistics; administrative ability; and eight 
years of progressively responsible experience 
in public health statistics and registration. 
Merit system examination. 


Regional Nutritionists — $4,920 - $6,060 


To carry out the state-wide program in 
nutrition education in a region of the state 
and to provide nutrition consultation and ad- 
visory services to official and voluntary 
agencies, groups and individuals within the 
region. Requirements: College graduation 


with major courses in nutrition; one year 
graduate study leading to master’s dej;ree in 
public health nutrition; and two years’ ex- 
perience as a nutritionist in a health agency. 
Merit system examination. 


Public Health Nursing Supervisors — $7,200 - $9,000 


For county, multiple-county, and urban 
health departments, working with health officer 
to plan and implement public health program; 
develop and expand family-centered nursing 
services; supervise, guide and evaluate nursing 
personnel. Salary dependent on training, ex- 
perience, and assignment. Requirements: 


Graduation from accredited school of nursing; 
eligibility for Illinois license as registered 
nurse and certified public health nurse; 
bachelor’s degree with one year of study in 
public health nursing; four years’ experience, 
two of which have been as public health nurse 
under qualified supervision. 


All positions under merit system provide liberal retirement benefits. 
All positions provide for vacation, sick leave, and holidays. 


For further information or application, contact L. L. Fatherree, M.D., Director, 
Illinois Department of Public Health, State Office Building, Springfield, Ill. 
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groups in the field. Included in work: hos- 
pital standards, school health problems, statis- 
tical studies, future program planning. Starting 
salary $12,240. Ohio medical license, one-year 
internship, at least two years’ graduate train- 
ing required; preferably Board of Pediatrics 
or eligible. Civil service position, vacation, 
sick leave, annual salary increments, and re- 
tirement plan. Staff appointment to state uni- 
versity if eligible. Address inquiries to Divi- 
sion of Child Hygiene, Ohio Department of 
Health, Columbus 15, Ohio. 


Health Officers—Three excellent openings 
for local health officers. Salary range $12,120- 
$15,480; Board certified $12,960-$16,320. Epi- 
demiologist-V.D. Control opening, State 
Health Department, salary range $12,840- 
$14,340; Board certified $13,320-$14,880. Start- 
ing salaries open, depending on qualifications. 
All positions require M.P.H. degree and some 
public health experience. For full particulars 
write Mr. A. T. Johnson, Personnel Director, 
Oregon State Board of Health, P. O. Box 
231, Portland 7, Ore. 


Health Officers—Coos and Yamhill County 
positions now open. Starting salary $13,500- 
$14,500, depending on qualifications. Appli- 
eants should have M.P.H. degree and some 
public health administrative experience. Must 
be eligible for licensure to practice medicine 
in Oregon. Social Security supplemented by 
state retirement and merit system coverage. 
Write Mr. A. T. Johnson, Personnel Director, 
Oregon State Board of Health, P. O. Box 231, 
Portland 7, Ore. 


District Health Officer—Public health ad- 
ministrator of a district area; district epi- 
demiologist. Plan, organize, supervise work 
of professional staff consisting of engineers, 
nurses, sanitarians, nutritionists, dental hygien- 
ists, health educators, and social workers. Re- 
quires M.D. and M.P.H. degrees and license to 
practice medicine in Wisconsin. Salary: 
beginning level $12,048-$15,048 per year based 
upon number of years of residency training 
and certification by the American Board of 
Preventive Medicine. Maximum salary 
$16,848 per year. Civil service, vacation, sick 
leave, Social Security, retirement, group health 
and life insurance benefits, travel allowance. 
For applications and further information write 
R. J. Siesen, Personnel Officer, State Board of 
Health, State Office Bldg., Madison 2, Wis. 
First review of applications will be on October 
1, 1960. 


Public Health Officer I—Immediate 
vacancy on the island of Kauai. Requires a 
Doctor of Medicine degree, a master’s degree 
in public health, and two years’ experience 
as a public health physician. Appointment to 
this position may be made at any step within 
$836-$1,067 per month. Write for further in- 
formation and application to the Department 
of Personnel Services, State of Hawaii, 825 
Mililani St., Honolulu 13, Hawaii. 
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Director, Local Health Services—Work 
with district health officers and professional 
staff in improvement of local health services. 
Act as liaison between district and central 
office staff. Requires M.D. and M.P.H. de- 
grees, two years’ residency, certification by the 
American Board of Preventive Medicine, and 
license to practice medicine in Wisconsin. Be- 
ginning salary $16,248 per year; maximum 
salary $18,048 per year. Civil service, vaca- 
tion, sick leave, Social Security, retirement, 
group health and life insurance benefits, travel 
allowance. For applications and further in- 
formation write R. J. Siesen, Personnel Officer, 
State Board of Health, State Office Bldg., 
Madison 2, Wis. First review of applications 
will be on October 1, 1960. 


Director, Bureau of Maternal and Child 
Health—Plans and directs a state-wide pro- 
gram for the conservation and improvement 
of maternal and child health; coordinates and 
supervises the activities of the bureau. Major 
activities include the child guidance, school 
health, and nutrition programs. Requires 
M.D. and M.P.H. degrees, certification by the 
American Board of Preventive Medicine or 
Pediatrics, preferably the latter, and license 
to practice medicine in Wisconsin. Beginning 
salary $18,648 per year; maximum salary 
$20,448 per year. Civil service, vacation, sick 
leave, Social Security, retirement, group health 
and life insurance benefits, travel allowance. 
For applications and further information write 
R. J. Siesen, Personnel Officer, State Board of 
Health, State Office Bldg., Madison 2, Wis. 
First review of applications will be on October 
1, 1960. 


Public Health Nurse ITI—$6,180. Super- 
vising nurse in Pinal County Health Depart- 
ment. B.S. in public health nursing and three 
years’ experience in public health work. Apply 
Arizona Merit System, State Capitol Bldg., 
Phoenix, Ariz. 


Public Health Nurse—Challenging posi- 
tion in a Detroit suburb of 115,000 for one 
with experience and training in public health 
nursing. Salary $4,936-$5,674 per year. Ap- 
plication and bulletin available from Person- 
nel Department, City Hall, Dearborn, Mich. 


Public Health Nurses—for department 
adjacent to New York City.. Generalized serv- 
ice includes active maternal-child health and 
rehabilitative nursing programs. Work closely 
with nutritionist, mental health consultant, 
physical therapists, psychiatrists. Salary 
$4,470-$5,750. Appointment may be made 
above the minimum. Write Director, Public 
Health Nursing, Westchester County Dept. of 
—— County Office Bldg., White Plains, 
i’. 


Public Health Nurse III (District Ad- 
visory Nurse)—Give guidance and counseling 
to all public health nurses in a multiple- 
county area regarding community organization 
and relationships, program planning, public 
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health nursing technics, records, and report- 
ing. Responsible for inservice education pro- 
gram for local public health nurses and evalua- 
tion of nursing services. Salary range 
$5,688-$6,768, plus travel allowance. B.S. 
degree with major in public health nursing 
and three years’ generalized experience as a 
public health nurse. Special requirements: 
registration or eligibility therefor as a reg- 
istered nurse in Wisconsin; certification or 
eligibility for certification as a public health 
nurse in Wisconsin. Write R. J. Siesen, 
Personnel Officer, State Board of Health, 
Madison 2, Wis. 


Certified Public Health Nurse—for at- 
tractive central Wisconsin city of 14,000. 
Center of Wisconsin recreation area. Car 
furnished. Liberal fringe benefits. Salary 
open. Apply to Marshfield City Board of 
Health, c/o City Clerk, 112 E. 2nd St., 
Marshfield, Wis. 


Public Health Engineers—State-wide 
stream pollution control program. Salaries 
$480-$920. Bachelor's degree in engineering 
required. Starting salary dependent upon 
qualifications and experience. Apply State 
Board of Health, Capitol Station, Helena, 
Mont. 


Industrial Hygiene Engineer—Assist in 
administering industrial hygiene services on a 
state-wide basis. Bachelor's degree in engi- 
neering, professional engineer license, and con- 
siderable experience in industrial hygiene nec- 
essary. Monthly salary range $660-$785. Civil 
service, vacation, sick leave, excellent compre- 
hensive retirement system. Travel with ex- 
penses paid. Write to H. G. Bourne, Jr., 
Division of Industrial Hygiene, Ohio Depart- 
ment of Health, Room 306, Ohio Departments 
Bldg., Columbus 15, Ohio. 


Professional Engineer—To assist in the 
development and administration of an ex- 
panded air pollution control program on a 
state-wide basis. Requirements: Academic 
degree in engineering, registered professional 
engineer, considerable experience in indus- 
trial hygiene and/or air pollution. Salary 
range $7,920-$9,420. Employee benefits: civil 
service appointment, excellent retirement sys- 
tem, sick leave, paid vacation, and travel 
expenses. Address inquiry to H. G. Bourne, 
Jr., Ohio Department of Health, Room 306, 
Ohio Departments Bldg., Columbus 15, Ohio. 


Sanitary Engineer—Fairfax County, Va. 
Starting salary $8,244 with increments to 
$10,296. Master's degree and three years’ 
experience in sanitary engineering or five 
years experience without master’s degree. 
Liberal vacation, sick leave, retirement bene- 
fits. Merit system status. Write Director of 
Personnel, State Health Department, Rich- 
mond, Va. 


Public Health Sanitarian—wanted for 
generalized program of environmental health 
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in a city health department in Wisconsin. 
Starting salary $5,196 annually, increasing over 
a two-year period to $5,736. Liberal hospital, 
medical care, and retirement benefits. Previous 
courses in sanitary science required. Health 
department is well organized and long-estab- 
lished. City is industrial community of 
85,000 population on Lake Michigan between 
Chicago and Milwaukee. Write Albert C. 
Edwards, M.D., Racine Health Department, 
730 Washington Ave., Racine, Wis. 


Assistant Bacteriologist (Virology)— 
Position with Massachusetts Health Research 
Institute, Inc., working in virology laboratory 
in diagnostic service and research, assisting 
senior bacteriologist, performing experiments, 
and instructing others. Knowledge of patho- 
genic bacteriology, virology, and immunology 
needed; medical orientation, maturity of 
judgment, and a high sense of responsibility 
important. Salary $104.25-$131.25 per week. 
Apply Dr. Robert A. MacCready, Director, 
Diagnostic Laboratories, 281 South St., 
Jamaica Plain 30, Mass. 


Public Health Sanitarian— Must be eligi- 
ble for registration in Colorado. Generalized 
environmental sanitary program. Salary 
$4,800-$6,300. Transportation furnished or 
mileage. County located 30 miles north of 
Denver; half of county located in mountainous 
terrain. Write Dr. C. H. Dowding, Jr., 3450 
Broadway, Boulder, Colo. 


Virologist—Vacancy with the Hawaii 
Public Health Laboratory. Requires two years 
of laboratory work experience involving the 
propagation, detection, and identification of 
viruses and a Ph.D. degree in virology, bac- 
teriology, or a related field. Appointments to 
this position may be made at any step between 
$8,256-$10,536 per annum. Write for further 
information and application to the Department 
of Personnel Services, State of Hawaii, 825 
Mililani St., Honolulu 13, Hawaii. 


Assistant Chief, Public Health Records 
—For positions in Los Angeles County Health 
Department. Must have completed two years 
in an accredited college with two courses in 
statistics and two courses in biological science, 
plus three years’ experience in planning and 
analyzing statistical procedures and interpret- 
ing statistical data, including compilation of 
data by machine methods, of which two years 
must have been in public health and one 
year in a supervising capacity. Apply to 
County of Los Angeles Civil Service Commis- 
sion, 501 N. Main St., Los Angeles 12, Calif. 


Bacteriologist—Salary range $5,120-$6,280 


a year. Degree in bacteriology plus one vear 
of public health laboratory experience. Uniied 
States citizenship required. Merit system, 
liberal retirement plan, Social Security, annual 
leave and sick leave, and a county participat- 
ing group hospitalization plan. Apply Arling- 
ton County Personnel Department, Court 
House, Arlington, Va. 
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Bacteriologist—for the Colorado State 
Health Department. Offices in Denver. Re- 
quires college degree with major in bac- 
teriology. Salary starts at $386 with a maxi- 
mum of $492. 

Industrial Hygienist—for the Colorado 
State Health Department. Location Denver 
and Western Slope (Durango or Grand Junc- 
tion). Position requires college degree with 
major in chemistry, industrial hygiene, or 
sanitary engineering, and four years of ex- 
perience. Salary $517 to start with a maxi- 
mum of $660. 

Milk Sanitarian—for the Colorado State 
Health Department. Salary starts at $469 
with a maximum of $598. Requires college 
degree with specialized experience in milk 
sanitation. 

Health Educator—for the Colorado State 
Health Department. Offices in Denver. Posi- 
tion requires a master’s degree in public 
health education. Salary starts at $492 with 
a maximum of $570. 

Public Health Engineer—for the Colorado 
State Health Department. Offices in Denver. 
Salary $628-$727. Position requires college 
degree in sanitary, chemical, or civil engineer- 
ing, and two years of experience in public 
health or sanitary engineering. 

Address inquiries for above Colorado posi- 
tions to Dalton Roberts, Administrative Officer, 
Colorado State Department of Public Health, 
4210 E. 11th Ave., Denver, Colo. 


Public Health Analyst I or Il—One new 
position in progressive health department for 
technical consultant to assist with planning 
and coordinating statistical activities. Bache- 
lor’s degree in statistics or related field and 
one year of public health experience minimum 
preparation. Starting salary: Public Health 
Analyst I, $6,084-$7,392; Public Health 
Analyst II, $7,392-$8,988. For details write 
to San Diego County Personnel Department, 
403 Civie Center, San Diego 1, Calif. 


Public Health Educator—Position open 
in Kansas. M.P.H. degree; no experience 
required. Excellent opportunity to gain 
broad experience in all phases of health edu- 
cation, including community organization, 
screening programs, community health surveys, 
mass media, film production, and staff in- 
service training programs. Starting salary 
$4,512 per year. Periodic salary increases 
to $5,772. Headquarters in Topeka, a uni- 
versity city of 120,000. State-wide travel. 
Contact Miss Virginia Pence, Director, Health 
Education Services, State Board of Health, 
State Office Bldg., Topeka, Kans. 


Public Health Educator HI (School 
Health)—Initiate and develop school-com- 
munity health education programs in a multi- 
county district. Desirable qualifications: M.P.H. 
degree, plus two years’ experience in health 
education; sound working knowledge of prin- 
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ciples of education and methods of teaching. 
Salary starts at $6,048; maxmium $7,188. 
Travel allowance, vacation, sick leave, retire- 
ment, and group insurance plans. Write Dr. 
Amy L. Hunter, Director, Bureau of Maternal 
and Child Heaith, Wisconsin State Board of 
Health, Madison 2, Wis. 


Public Health Educator III (Dental 
Hygienist)—Assist in developing dental 
health programs for preschool and adult 
groups in a several county area. Coordinate 
dental health education activities with over- 
all health education program. College gradua- 
tion, a year of graduate training in an ac- 
credited school of public health, and two 
years’ experience. Licensure or eligibility for 
licensure to practice dental hygiene in Wiscon- 
sin essential. Salary starts at $6,048; maxi- 
mum, $7,188. Civil service, vacation, sick 
leave, Social Security, and retirement benefits. 
Write R. J. Siesen, Personnel Officer, State 
Board of Health, 400 State Office Bldg., Madi- 


son 2, Wis. 


Public Health Educator—to plan and 
carry out education programs on a county- 
wide basis in a well established County Health 
Department. Population 84,000. Liberal vaca- 
tion and sick leave, hospitalization plan 
(14 paid by county), retirement and longevity 
benefits. Salary $5,328-$6,072 per year. Box 


HE-96, Employment Service, APHA. 


Public Health Dental Hygienists— 
needed by the Pennsylvania Department of 
Health. Salary $4,773-$6,090. Requires com- 
pletion of a curriculum in dental hygiene at an 
approved school of dentistry and two years’ 
experience in the practice of dental hygiene, 
including one year in a public health agency. 
All positions under the merit system; liberal 
sick leave, vacation, and holiday benefits. 
Comparable education and training may 
substituted for the stipulated requirements for 
these positions. For further information or ap- 
plications, please contact C. Earl Albrecht, 
M.D., Deputy Secretary of Health, P. O. Box 
90, Harrisburg, Pa. 


Project} Director—Foundation-sponsored 
three-year community demonstration to im- 
prove programs for older persons. Qualifi- 
cations: appropriate graduate degree, experi- 
ence in community organization, research, 
supervision, or administration. Salary $8,000- 
$8,500; retirement, other benefits. Write 
Henry H. Welch, Ph.D., Executive Director, 
Metropolitan Council for Community Service, 
1550 Lincoln St., Denver 3, Colo. 


Director of Vocational Rehabilitation— 
New York State Department of Education. 
Requires A.B. degree and seven years in 
health, rehabilitation, vocational guidance and 
placement or welfare, including four years’ 
broad administrative experience, and either 
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one more year of experience or a master’s 


degree. Salary $10,000-$12,000, plus full civil 
service benefits. Oral test in October or No- 
vember. Write Recruitment Unit, Department 


of Civil Service, Box 51C, State Campus, 
Albany, N. Y. 


Social Worker—for state-wide demonstra- 
tion project in mental retardation. Duties in- 
clude functioning as a member of clinics and 
in community organization. Work with public 
health nurse, pediatrician, and psychologist. 
Moderate travel. Requirements: M.S.W. and 
some experience in working with children. 
Beginning salary $470-8575, depending on 


qualifications; annual increments. Wesley O. 
Young, D.M.D., M.PH., Chief, Idaho Depart- 
ment of Public Health, Statehouse, Boise, 


Idaho. 
Medical Health Officer—with M.P.H. and 


eligibility for licensure in Illinois. New bi- 
county health department to begin operations 
at once. In the heart of the recreation area 
of southern Illinois; population approximately 
100,000. Beginning salary $15,000 to $18,000, 
plus travel. Opportunity to develop department 
and program. Southern Illinois University in 
adjacent county. Write Louis Helleny, Secre- 
tary, Board of Health, Herrin, IIL. 


POSITIONS WANTED 
On Box Numbers, Address APHA at 1790 Broadway, New York 19, N. Y. 


Executive Director—Experience in this 
capacity includes five years with a state com- 
mission, four years with a state crippled 
children’s program, and ten years with a 
national voluntary health agency. Consultant 
in administration and community planning; 
corporation personnel administration and com- 
munity relations. University lectureships in 
public administration, psychology, and public 
health. Ph.B., M.S., LL.D. (Hon.). Experi- 
enced as speaker and writer and in numerous 
volunteer capacities. Box C-54, Employment 
Service, APHA. 


Laboratory Director—Male, age 29. B.S., 
medical technology; M.S.P.H. with laboratory 
specialty. Experience includes nine months 
in hospital laboratory, 19 months in public 


health laboratory, and currently 10 months as 
lay health officer for city of 35,000, directing 
staff of 12. Desire position as public health 
laboratory director, preferably in the North- 
west or Midwest. Box L-76, Employment 
Service, APHA. 


Public Health Physician—Male, age 29. 
single. Excellent educational background, 
Princeton and Columbia Universities: post- 
graduate study in epidemiology, public health, 
pathology. Desire interesting position in epi- 
demiology, administration, maternal-child 
health, microbiology, teaching. New York, 
New Jersey, or Connecticut area preferred. 
References upon request. Box PH-8, Employ- 
ment Service, APHA. 


Commercial Advertisements 


All communications on the following commercial advertisements should be sent to 
Burneice Larson, Medical Bureau, Suite 605, 900 North Michigan Avenue, 
Chicago 11, UL 


OPPORTUNITIES AVAILABLE 


(a) Medical Director, research center of 
leading eastern industry; organize, develop, 
administer preventive medical program: prefer 
certified internist; (b) Physician to act as 
Chief, Maternal and Child Health; organize 
and direct activities in county school, health 
clinic: ideal Pacific coast resort area. (c) 
Medical health officer, progressive city depart- 


SITUATIONS 


(1) Medical director, 15 years’ experience 
in renowned industrial organizations, United 
States and overseas: M.D., D.P.H., M.S. in 
administrative medicine, Columbia University; 
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ment, Lake Michigan, $17,000; (d) Nursing 
director, V.N.A., well established program, uni- 
versity city, New York, top salary; (e) Foreign 
appointments, public health staff nurses and 
educators, Africa, Asia, $7,000-$8,000; (f) Pub- 
lic health nurse instructor, university appoint- 
ment, 10 months; $600 month, South. 


WANTED 


(2) Nurse administrator, B.S., M.P.H., public 
health, Columbia University, five years in 
city-county health department; seven years 
director of community health center. 
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BOOK REVIEWS 


All reviews are prepared on invitation. 


PEACEFUL USES OF ATOMIC ENERGY: 
PROCEEDINGS OF THE SECOND UNITED 
NATIONS INTERNATIONAL CONFER- 
ENCE—Geneva, Switzerland, 1958. Volumes 
18, 21, 22, 23, and 26. 


These five volumes are part of a 33 
volume set containing the 2,100 papers 
submitted by the nations participating 
in the 1958 conference. These 33 
volumes constitute an encyclopedia of in- 
formation on the present knowledge and 
progress in the peaceful uses of atomic 
energy. It is the most comprehensive 
compilation of information now avail- 
able on the subject. As can be expected 
from a conference of this type, the 
papers are all of a high technical level 
and are not intended for the casually 
interested reader. However, we found 
that they contain much practical in- 
formation on the everyday problems en- 
countered by public health radiological 
personnel. The illustrations and graphs 
were exceptional in presenting clear 
concepts of the principles discussed in 
the papers. The five volumes reviewed 
are of pertinent and direct interest to 
radiological health personnel. 


Volume 18, Waste Treatment and Environmental 
Aspects of Atomic Energy. 624 pp. Price, 
$16.50. 

Many of the papers presented unique 
and unusual disposal problems and their 
solution, such as ground disposal of 
radioactive wastes by the utilization of 
reverse wells and discussions of the 
geological formations pertinent to this 
type of disposal. The papers also 
describe unusual methods of isolation of 
radioactive elements. 


Volume 21, Health and Safety: Dosimetry and 
Standards. 249 pp. Price, $10.50. 


This volume represents a single source 
of information pertinent to the establish- 
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ment of the basic concepts underlying 
radiation exposure standards, Many of 
the papers presented interesting experi- 
ences and solutions to dosimetry prob- 
lems in specific applications, such as the 
Russian atomic icebreaker and also ex- 
periences in the United Kingdom, South 
African, Canadian, Belgium, and French 
projects. 


Volume 22, Biological Effects of Radiation. 552 
pp. Price, $14.50. 

Papers were presented on the entire 
spectrum of radiation exposure from the 
effects of small to massive doses on 
biological systems, including effects on 
metabolism, genetics, etc. A paper on 


the recovery and irreversible radiation 
injury is also included. 


Volume 23, Experience in Radiological Protec- 

tion. 453 pp. Price, 14.50. 

This volume includes a section on the 
recent developments in experimental 
therapy and recovery by various reagents 
and mechanisms, such as antibiotic 
therapy and methionine therapy, as well 
as a discussion on the natural protec- 
tive mechanisms of the body. This 
volume also contains papers on the 
control of different types and levels of 
radiation exposure. 


460 pp. Price, 


Volume 26, Isotopes in 
$13.00. 

This volume should be of especial 
interest to radiological medical personnel 
or personnel specializing in the medical 
sciences. The volume is arranged in 
sections covering diagnosis and therapy, 
and within these categories are papers 
devoted to thyroid studies and the use 
of isotopes in the diagnosis of circula- 
tory phenomena. Many additional 
papers are devoted to the therapeutic 
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use of atomic energy materials giving 

the results of the use of specific isotopes 

in the treatment of a variety of diseases. 
Apert E. Hevustis 


GUIDE TO A COMMUNITY HEALTH STUDY 
—The American Public Health Association. 
New York, N. Y.: The Association (1790 
Broadway), 1960. 231 pp. Price, $2.25. 


Getting a copy of this guide should 
be the first order of business for any 
group planning a survey of its commu- 
nity’s health needs. This do-it-yourself 
document is simple enough to be used 
effectively by the nonprofessional people 
for whom it was intended, yet it is 
complete enough to insure a thorough 
inventory of assets and needs. It also 
provides work space for drawing up 
conclusions and a plan of action. A 
nine-page introduction suggests ways of 
organizing a survey, tells where to get 
additional help, and spells out a good 
problem-solving approach. 

The document divides the survey into 
seven areas: Community Profile and 
Resources, Maternal and Child Health, 
Health of School Age Children, Health 
of the Adult, Control of Infections, and 
Environmental Health and Community 
Mental Health. Each of these sections 
is broken down into subtopics of a page 
each. (The Maternal and Child Care 
Section, for instance, devotes itself to 
such areas as prenatal care, care of the 
handicapped child, accidents, and ma- 
ternal and newborn care.) 

The page-by-page investigation and 
analysis of each specific health need is 
ready made for committee work: The 
left column of each page is a question- 
naire asking for information about the 
local health service. The right column 
outlines the importance of the service 
and lists recommended standards. This 
gives the person collecting the infor- 
mation a handy thumbnail yardstick 
for measuring his cgmmunity’s health 
resources against need and recognized 
standards. The facing page is a work 
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sheet for listing conclusions and recom- 
mendations. 

The guide wisely recognizes that each 
community, like each individual, is dif- 
ferent, so it makes no attempt to pre- 
scribe. Instead, it shows what factors 
determine the particular health needs 
of each community. If the people who 
use this guide employ the same careful 
workmanship as those who compiled it, 
the business of planning for health will 
have taken a giant stride forward. 

Herman E. 


THE CULTURE OF THE STATE MENTAL 
HOSPITAL—By H. Warren Dunham and S. K. 
Weinberg. Detroit, Mich.: Wayne State Uni- 
versity Press, 1960. 284 pp. Price, $5.00. 


This is a good book which summarizes 
in clear and succinct fashion the find- 
ings of an investigation in which the 
authors admirably accomplished the ob- 
jectives formulated by them. The latter 
not only delimited the scope of the 
methods and procedures utilized in the 
study, but the type of data collected as 
well. Their primary objective was to 
delineate in detail both the formal and 
informal social structures or stated in 
other terms the institutional culture ex- 
isting in a large middlewestern state 
mental hospital. These aspects of the 
institutional social organization were 
then evaluated with respect to two major 
purposes of the hospital’s management 
of patients. The first is the control and 
regulation of patient behavior within the 
hospital framework, a purpose largely 
given expression by the attendant group. 
The second is the more constructive 
purpose of the application of therapeu- 
tic procedures and the creation of an 
environment which will facilitate the 
recovery of patients. The authors point 
out that the attainment of the first is 
frequently accomplished to the detri- 
ment of the second purpose which is 
presumed to constitute the rationale for 
the existence of the institution. 

The choice of participant observation 
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and intensive interviewing as the pri- 
mary investigative methods represents a 
sound decision, questionnaires 
which are the bane of many sociological 
and psychological studies could have 
been employed. The only objection 
which this reviewer can raise is that the 
works of Artiss and Goffman on covert 
forms of patient social adaptation to a 
mental hospital milieu were not in- 
cluded in the discussion. This may very 
well be accounted for by the fact that 
the investigation was completed much 
before their work appeared in print, and 
the delineation of covert forms of be- 
havioral adaptation was not a significant 
objective of the investigation. 
E. 


since 


PUBLIC ASSISTANCE MEDICAL CARE: 
AREAS OF NEEDED RESEARCH AND AN 
ANNOTATED BIBLIOGRAPHY — By S. J. 
Axelrod. Chicago, Ill.: American Public Wel- 
fare Association (1313 East 60th St.}, 1959. 
62 pp. Price, $2.00. 


This is a report of the first two por- 
tions of a three-part study of the Ameri- 
can Public Welfare Association. These 
studies have been carried on by the 
author, S. J. Axelrod, in the Bureau of 
Public Health Economics, University of 
Michigan. The annotated bibliography 
is a classification of a limited number of 
representative publications, in such areas 
of public assistance medical care as 
Personal Characteristics of the Recipient, 
Illness and Dependency, Nursing Homes, 
Rehabilitation, ete. 

Gaps in the welfare medical care scene 
have led to the suggestions for studies 
that need to be undertaken. Again, 
the areas of suggested research are 
classified into such headings as Re- 
cipient-Oriented Research, Administra- 
tion-Oriented Research, and Community- 
Oriented Research. There is considerable 
detail in the form of specific questions 
under each category. 

Individuals concerned with recent de- 
velopments in public assistance medical 


SEPTEMBER, 1960 


BOOK REVIEWS 


care programs will find this an invalu- 
able reference. Students initiating an 
exploration of the field will find it help- 
ful, and it could well serve as a guide to 
administrators and research directors of 
medical care programs in the develop- 
ment of their programs. 
Rosert Dyar 


TRAINING FOR CLINICAL PSYCHOLOGY 
—Edited by Michael H. P. Finn and Fred 
Brown. Proceedings of the Springfield-Mount 
Sinai Conferences on Intern Training in Clini- 
cal Psychology, 1959. New York, N. Y.: 
International Universities Press (227 West 
13th St.), 1960. 186 pp. Price, $4.00. 


Since its beginnings in the late nine- 
teenth century, clinical psychology has 
led a double life. Following a pattern 
of development that is unusual—perhaps 
unique—among professions, psycholo- 
gists have tried to be both scientists and 
practitioners. The current pattern of 
graduate education in clinical psychology 
in candidacy for the Ph.D. degree re- 
quires four years, three at the university 
and one, usually the third year, at an 
internship center not directly connected 
with the university. The management 
of the often-too-detached internship year 
has produced both problems and chal- 


lenges. 

In 1955 and 1956, two conferences on 
intern training were held at the Spring- 
field State Hospital, Sykesville, Md. The 
little book here reviewed presents 13 
papers by as many participants and an 
able concluding summary by the editors. 
In spite of the years that intervened 
between the conferences and the report, 
the document retains its freshness. The 
authors have some valuable things to 
say, and the issues they discussed have 
by no means solved themselves in the 
four or five years. 

One is struck by the unity which 
underlies the diversity of the chapters. 
The seven speakers from internship 
centers wish, quite understandably, that 
interns were better prepared as practi- 


1453 


a 
| 
} 


tioners, and the three participants from 
universities tend to uphold the role of 
scientific research. Both groups accept 
the dual role of the psychologist and seek 
better ways to induct newcomers into it. 
The discussions include the selection of 
interns, areas of training, supervision, 
communication, and standards for evalu- 
ation. A social worker and a psychia- 
trist present views drawn from the ex- 
periences of their diciplines. 

Everyone concerned with the educa- 
tion of clinical psychologists needs to 
know this book. And for social scien- 
tists, generally, it presents a stimulating 
picture of the processes by which an 
emerging profession is defining its roles. 
LAURENCE F. SHAFFER 


COST OF MEDICAL CARE—ILO STUDIES 
AND REPORTS—Washington, D. C.: Inter- 
national Labor Office (917 |5th St., N.W.), 
1959. 216 pp. Price, $1.50. 


Here is an ambitious attempt to com- 
pare the costs of medical care in more 
than 20 countries. The task is sta- 
tistically formidable. The medical care 
available or supplied varies from country 
to country. The question arises whether 
we compare different things under the 
same name, or vice versa. The diverse 
public and private sources of the basic 
data raise problems of definition and 
interpretation. The authors have been 
acutely conscious of the difficulties, and 
while there is a mass of items in the 
tables which cannot be interpreted with- 
out going back to unavailable back- 
ground data, there are also stimulating 
and useful comparisons. To eliminate 
the problems introduced by different 
currencies and diverse standards of liv- 
ing. the units of comparison are the per- 
medical 
(general physicians. specialists, hospitali- 
zation, drugs, dentistry) bear to: (1) 
average annual income per head in each 
country; (2) an annual reference wage; 
and (3) the national income per eco- 
nomically active person. 


centage which various costs 
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Remarkable uniformity appears in 
that the per capita cost of all medical 
care turns out to be within the close 
limits of 1.75 per cent-2.0 per cent of 
the average income per head. Hospital 
care, including physicians’ and surgeons’ 
services, constitutes about half of this 
total; all physicians outside of hospitals 
only about one-fifth; drugs, dentistry, 
and minor items the remaining three 
tenths. 

Items will intrigue different readers 
according to their interests. For in- 
stance, hospital costs, including profes- 
sional services, come out almost exactly 
the same, in percentages of income per 
head, in the United States, England and 
Wales under the National Health Serv- 
ice, and Saskatchewan. How shall we 
interpret these uniformities? The data 
on pharmaceuticals and the trends of 
costs within each country deserve atten- 
tion. The final section leads into gen- 
eral conclusions which give insufficient 
attention to the use of general tax rev- 
enues, contrasted with social security 
systems, as the financial basis for medi- 


cal care. Micuaet M. Davis 


PROCEEDINGS OF THE EIGHTH ANNUAL 
CONFERENCE OF THE INSTITUTE OF 
PUBLIC ADMINISTRATION OF CANADA 
—VANCOUVER, SEPTEMBER 5-8, 1956— 
Toronto, Canada: University of Toronto Press, 
1959. 343 pp. Price, $6.00. 


The “Proceedings” contain three arti- 
cles of interest to students of health care 
programs. The first 
preceding as it did the initiation of the 
Federal Provincial Hospital Insurance 
Program, provides, for comparison pur- 
poses, an interesting preview of the 
political and policy questions attendant 
upon the initiation of the program. For 
those who study current Canadian health 
insurance developments, the presentation 
at this conference by Dr. Cameron, 
deputy minister of national health, and 
Dr. Taylor, associate professor of politi- 


general session. 
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cal science of the University of Toronto, 
afford a benchwork from which to judge 
subsequent developments. A third paper 
by Dr. Chisholm gives an interesting 
sidelight on the initiation of the World 
Health Organization. 

In his paper, Dr. G. D. W. Cameron, 
sets forth the basic principles governing 
the federal provincial health program 
which was about to offer national gov- 
ernmental moneys for the universal de- 
velopment of hospital prepayment pro- 
grams throughout the nation. He 
sketches briefly the compass of the 107 
million dollar federal health budget for 
1955-1956 and discusses the health sur- 
vey which was preliminary to the de- 
velopment of the Federal Provincial Hos- 
pitalization Program. Dr. Malcolm 
Taylor was serving as consultant to the 
government of Ontario during the fed- 
eral-provincial conferences which pre- 
ceded the initiation of the hospitalization 
program. He reviewed the operation of 
the existing provincial hospitalization 
programs in Saskatchewan, British Co- 
lumbia, Alberta, and Newfoundland 
and went on to raise the policy and ad- 
ministrative questions attendant upon 
initiation of the program, the possible 
alternatives of financing. and _ the 
various methods by which the pro- 
vincial shares of financing could be 
developed. As a preoperational view, 
Dr. Taylor’s presentation constitgites an 
excellent and terse summary by which 
comparisons can be made with the cur- 
rent operation of the program. For 
public health people, probably the prin- 
cipal point of interest in Dr. Brock 
Chisholm’s presentation relates to the 
political difficulty of incorporating the 
United States as a full member of the 
World Health Organization. His dis- 
cussion of the concessions to Washington 
politics that had to be made in order 
to assure full partnership for the USA 
should be humbling reading for those 
living below the United States-Canada 
border. James O'H. Brinpie 
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DISEASE, LIFE, AND MAN—SELECTED ES- 
SAYS BY RUDOLF VIRCHOW. Translated 
and with an Introduction by Lelland J. Rather. 
Stanford, Calif.: Stanford University Press, 
1958. 273 pp. Price, $5.00. 


For over fifty years, Rudolf Virchow 
stood at the forefront of medicine and 
left his imprint on the course of medi- 
cal science up to the present. At the 
same time, he achieved eminence in 
politics as a liberal opponent of Bis- 
marck, in public health, anthropclogy, 
and archaeology. Behind these varied 
activities was a philosophy of nature, 
life, man, and society. 

This book contains a selected group of 
his papers in which he developed his 
views on the nature of disease, life, and 
man for technical and lay audiences. 
The essays are well translated and are 
prefaced with a discussion of the 
methodology of scientific investigation 
in the work of three outstanding medical 
scientists: Harvey, Vivchow, and Ber- 
nard. This book is recommended to 
anyone interested in the wider aspects of 
health, disease and their study. 


MENTAL DISORDERS IN URBAN AREAS. 
AN ECOLOGICAL STUDY OF SCHIZO- 
PHRENIA AND OTHER PSYCHOSES—By 
Robert E. L. Faris and H. Warren Dunham. 
New York, N. Y.: Hafner (31 East 10th St.), 
1960. 270 pp. Price, $4.75. 


The first edition of this book appeared 
in 1939, and since then it has achieved 
the status of a classic in the epidemi- 


ology of mental disorders. In view of 
the hospitable reaction it received from 
the start and the stimulation which it 
provided for the study of social factors 
in mental illness, it is not surprising that 
this work has been out of print for many 
years. A steady demand for copies led 
to the reprinting of the original edition 
without any revision, and this is un- 
doubtedly a wise decision. All those 
concerned with the relation of mental 
disorder to social experience will wel- 
come this reprint. 
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BOOKS RECEIVED 


Listing in this column acknowledges the receipt of books and our appreciation to the senders. 
Space and the interests of readers will permit review of some, but not all, of the books listed. 


Arr Pottution Manuac. Part I... Evalua- 
tion. Detroit, Mich.: American Industrial 
Hygiene Association, 1960. 194 pp. 

Art or Marriace Counsecinc, Tue. A Mod- 
ern Approach. W. L. Herbert and V. F. 
Jarvis. New York, N. Y.: Emerson Books, 
1960. 125 pp. Price, $2.75. 

AUTOMATION AND Society. Edited by H. B. 
Jacobson and J. S. Roucek. New York, 
Philosophical Library, 1959. 553 
pp. Price, $10.00. 

CHILDREN IN FamILy CoMMUNITY. 
Marietta B. Spencer. Minneapolis, Minn.: 
University of Minnesota Press, 1960. 142 
pp. Price, $4.25. 

Cuitp Moncoutsm (Concentra Acro- 
micria). Clemens E. Benda. New York, 
N. Y.: Grune & Stratton, 1960. 276 pp. 
Price, $9.50. 

CURRENT ADMINISTRATIVE PROBLEMS IN 
Arutetics, Heatta Epucation, Puysicar 
Epucation, aNp Recreation. Prepared by 
American Association for Health, Physical 
Education, and Recreation under chairman- 
ship of Elmon L. Vernier. Washington, 
D. C.: AAHPER, 1960. 197 pp. Price, 
$3.00. 

DentaL HEALTH 
Frances A. Stoll. 


Epucation ED.). 

Philadelphia, Pa.: Lea & 
Febiger. 1960. 253 pp. Price, $5.50. 

DentaL Practitioners’ Formutary 1960. 
For Use in the National Health Service. 
Philadelphia, Pa.: Rittenhouse Bookstore, 
1960. 54 pp. Price, $1.00. 

DicTIONARY OF ABBREVIATIONS IN MEDICINE 
AND THE Retatep Sctences. Edwin B. 
Steen. Philadelphia, Pa.: F. A. Davis, 
1960. Price, $2.50. 

Eoucators Guipe to Free Fitms. 20th 
Annual Edition. Randolph, Wis.: Educators 
Progress Service, 1960. 639 pp. Price, 
$9.00. 

Eoucators Guipe to Free Fitmsteips. 12th 
Annual Edition. Randolph, Wis.: Edu- 
cators Progress Service, 1960. 163 pp. Price, 
$6.00. 

Geriatric Nursinc (3rp ep.). Kathleen 
Newton. St. Louis, Mo.: Mosby, 1960. 483 
pp. Price, $6.50. 

Heart tv Inpustry, Tue. By 24 authors and 
edited by Leon J. Warshaw. New York, 
N. Y.: Hoeber, Medical Division of Harper, 
1960. 677 pp. Price, $16.00. 
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How to Know Yoursetr—Ninety Days To 
Heattu. Henry Askeli. Philadelphia, 
Pa.: Dorrance, 1960. 191 pp. Price, $3.00. 

Orncanization Researcu. Edited by 
Richard N. Adams and Jack J. Preiss. 
Homewood, Ill.: Dorsey Press, 1960. 456 
pp. Price, $9.25. 

Hysterta Rerrex INSTINCT. 
Kretschmer. New York, N. Y.: 
sophical Library, 1960. 162 pp. 
$4.75. 

InpusTRIAL PutmMonary Diseases. Edited by 
E. J. King and C. M. Fletcher. Boston, 
Mass.: Little, Brown, 1960. 273 pp. Price, 
$8.50. 

NeutraL Sprrtr—A Portrait or ALCOHOL. 
Berton Roueche. Boston, Mass.: Little, 
Brown, 1960. 151 pp. Price, $3.50. 

New Pustic Heattn (51TH ep.). Fred 
Grundy. London, England: H. K. Lewis, 
1960. 207 pp. Price, £1.1.0 Net. 

New Warer ror a Tuirsty Wortp. Michael 
Salzman. Los Angeles, Calif.: Science 
Foundation Press, 1960. 210 pp. Price, 
$5.95. 

Orner Cuitp, THe ep.). The Brain 
Injured Child. Richard S. Lewis: Alfred 
A. Strauss: and Laura E. Lehtinen. New 
York, N. Y.: Grune & Stratton, 1960. 148 
pp. Price, $3.75. 

Pesticioe Hanpsoox. D. E. H. Frear. State 
College, Pa.: College Science Publishers, 
1960. 265 pp. Price, $3.25 cloth; $1.75 
paper. 

Pressure Group Potitics—Tue Case oF THE 
British Mepicat Harry 
Eckstein. Stanford, Calif.: Stanford Uni- 
versity Press, 1960. 168 pp. Price, $3.75. 

PREVENTION AND MANAGEMENT OF HAnot- 
CAPPING CONDITIONS IX INFANCY AND CHILD- 
Hoop. University of Michigan School of 
Public Health and the University of 
Minnesota School of Public Health. Ann 
Arbor, Mich.: University of Michigan, Con- 
tinued Education Service, 1960. 250 pp. 
Limited free distribution. 

Proression oF HospirraL ADMINISTRATION, 
Tue. Edited by Roger Klein and Glenn 
M. Hogan. Atlanta, Ga.: Georgia Hospital 
Association, 1960. 85 pp. Price, $2.00. 

Psycuiatrie Der Gecenwart — Forscuunc 
Unp Praxis. Band IIl—Klinische Psy- 
chiatrie. Berlin-Wilmersdorf, Germany: 


Ernst 
Philo- 


Price, 
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Springer-Veriag, 1960. 1,229 pp. Price, 
DM 120—. 

Rapiation TecHNnotocy 1n Foop Acricut- 
TURE AND Biotocy. Norman W. Desrosier 
and Henry M. Rosenstock. Westport, 
Conn.: Avi Publishing, 1960. 401 pp. 
Price, $12.50. 

Science AND Mepicine oF EXeRcIsE AND 
Sports. Edited by Warren R. Johnson. 
New York, N. Y.: Harper & Brothers, 1960. 
740 pp. Price, $12.00. 

STANDARDS AND RECOMMENDATIONS FoR Hos- 
piraAL Care or Newsorn Inerants. Full 
Term and Premature. Revised edition. 
American Academy of Pediatrics. Evanston, 
Ill.: The Academy, 1960. 144 pp. 

Tuat Tuey May Have Heattru Care. Donald 
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G. Hay. Ann Arbor, Mich.: Edwards 
Brothers, 1960. 66 pp. Price, $1.25. 

Turee Essays on Popucation. Thomas Mal- 
thus: Julian Huxley; and Frederick Osborn. 
New York, N. Y.: New American Library— 
a Mentor Book, 1960. 144 pp. Price, $.50. 

To Know tHe Dirrerence. Albert D. Ullman. 
New York, N. Y.: St. Martin’s Press, 1960. 
239 pp. Price, $4.75. 

Wak anp Be Happy—A Spectauist’s Guipe 
vo Heattuy Feet. Benjamin Kauth. New 
York, N. Y.: John Day, 1960. 126 pp. 
Price, $3.00. 

Zinsser Microsiotocy (127TH ep.). David 
T. Smith, et al. New York, N. Y.: Appleton- 
Century-Crofts, 1960. 1,026 pp. Price, 
$13.00. 


A SELECTED PUBLIC HEALTH 


WITH ANNOTATIONS 


Raymond S. Patterson, Ph.D., F.A.P.H.A. 


Editorial Disclaimer—Recently this 
biblography was taken to task by an 
authority in the particular field for 
an annotation on a paper about human 
fertility. This letter of friendly reproach 
becomes the occasion for the following 
disclaimer. Neither the American Pub- 
lic Health Association, nor the Journal, 
nor its editorial staff can assume re- 
sponsibility for the scientific verity of 
the many, many papers annotated here. 
in the course of the department’s 35 
years of existence some monumental 
scientific boners have been immortalized 
in its columns—the colloidal lead cure 
of cancer and the isolation of the 
streptococcus accused of causing polio- 
myelitis are outstanding instances. Other 
regrettable research miscues have had 
their day here, but because they were 
news, of sorts, and well informed public 
health people would, at least, want to 
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have read about them, the inclusion of 
such dubious discoveries would seem 
to have been justified. Perhaps there 
should be set at the masthead of this 
column, and in latin of course, “let 
the reader beware.” 


Health Army Battalions—The ros- 
ter of British “Associations and Insti- 
tutes which assist the MOH” has now 
grown to forty-five. What is our current 
standing in this furious multiplication 
of disease preventing and health pro- 
moting agencies, disease by disease and 


body part by body part? More than 
double the British count, it is likely. 
But certainly the U.S.A. must lag in 
the matter of associations of health 
workers. Apart from the usual general 
and specialty medical societies (some- 
times for each sex) there are a round 
dozen associations to represent the sev- 


1457 


= 
G4 
sie 
we 
‘Seal 
pis. 
i 
a 


eral categories of British public health 
workers. 

ANON. 
Their Associations. M. 


(July 1), 1960. 


Health Department Workers and 
Officer 104,1:15 


Passive Protection— During a mea- 
sles epidemic in an_ institution for 
children gamma globulin was given to 
certain of the children who thereupon 
had no subsequent signs of measles, 
though antibodies and immunity to mea- 
sles were later demonstrated. The globu- 
lin carried a quarter of the treated 
cases safely through an exposure in a 
second epidemic seven months later, 
thus lending no great support to the 
frequently heard opinion that such im- 
munity as is afforded by gamma globu- 
lin is only transient. 

Biack, F. L., and Yanner, H. Inapparent 


Measles and Gamma Globulin Administration. 
J.A.M.A. 173,11:1183 (July 16), 1960. 


Public Health’s Dead Cats—In his 
presidential address, a British MOH con- 
siders the unwisdom of hanging onto 
services no longer in the realm of 
public health—if they ever were. Equally 
worked over is the possibility of a de- 
partment becoming so diffuse and so 
overgrown that it threatens to make the 
medical officer’s job chiefly that of busi- 
ness administrator and not one of prac- 
ticing preventive medicine. Though pub- 
lic health practices (there or here) vary 
greatly, what this observer has to say 
may have meaning for us, too. 

Bramtey, G. F. Local Government Medi- 
cal Officers. Pub. Health 74,9:323 (June), 
1960. 


We Could If We Would—tThis 
statistician says that in only one decade 
we could cut the toll of highway deaths 
and serious injuries by half if we would 
adopt safety devices we presently know 
all about. Wholehearted cooperation of 
all involved groups and vigorous public 
support are both essential, he concludes. 
And, one may add, very hard to get. 
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There's a big job here for public health, 
let’s not forget. 

Bross, lL. D. J. How to Cut the Highway 
Toll in Half in the Next Ten Years. Pub. 
Health Rep. 75,7:573 (July), 1960. 


Laboratories Wanted—Though the 
panel discussion on bacterial, viral, and 
fungal diseases proceeds largely from 
the medical standpoint, there is much 
in it that is of moment to public health 
administration. The great and growing 
need for good laboratory services is 
stressed. 

Bunn, P. A. et al. Present Concepts in 
Infectious Diseases With Emphasis on the Role 
of Antibiotics. New York J. Med. 60,13:2083 
(July 1), 1960. 


Hospital Pressures—Hospitals are 
crowded in England, as they are here. 
Though our systems of medical care 
differ so markedly, what increases the 
demand for beds there has meaning for 
us over here, and the factors that are 
tending to relieve the pressures are also 
of interest to us. As would be antici- 
pated, the need for geriatric units comes 
in for review. 

DeSytiva, A. L. 


Admissions. M. 
17), 1960. 


The Problem of Hospital 
Officer 103,25:353 (June 


Cervical Cancers—Because there is 
a rise in the incidence of invasive cervi- 
cal cancer after the childbearing years. 
a plea (fortified by some persuasive 
statistics) is made to all doctors who 
practice any obstetrics or gynecology 
to initiate screening for preinvasive 
cervical lesions of all their female pa- 
tients at age 30. 

Jounson, L. D. The Role of the Obste- 
trician in the Prevention of Cervical Cancer. 
New England J. Med. 262,26:1297 (June 
30), 1960. 


For the Mentally Retarded—This 
may be somewhat removed frora the 
very center of public health interest 
but it seems to be something we people 
should know about. In Delaware a 
number of day care centers have been 
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established, and after 15 months of 
pioneering experience they are said to 
be successful in keeping some mentally 
handicapped children in their homes 
and out of state institutions—a two-way 
victory. 

Jupenvitte, C. P. Day Care Centers for 
Severely Retarded Children. Nursing Outlook 
8,7:871 (July), 1960. 


Will Ridicule Work?—A British 
MOH decided that school children need 
a_constant reminder of the risks of 
cigarette smoking. Something more than 
a plain poster seemed called for. Em- 
phasis was to be on ridiculing smoking 
habits, and children should be involved 
in preparing their own propaganda ma- 
terial. Base-relief heads of comic char- 
acters were designed and slogan jingles 
composed. Prototypes are being tried 
out before larger production at- 
tempted. “It may well be” the author 
muses, “that ridicule and a slightly hu- 
morous approach are wrong.” The pic- 
tures of this effort will be worth the 
price of admission to you. 

Knicut, G. W. Health Education and 
Smoking. M. Officer 103,26:420 (June 24), 
1960. 


Beginnings of Live Viruses—A 
decade of courageous research in ex- 
ploring, trying out, and large-scale field 
trials of attenuated poliovirus vaccines 
is vigorously recounted in great detail— 
and with many a classical literary allu- 
sion—by a pioneer who dared to ven- 
ture into this dark and tricky territory. 

Koprowski, H. Historical Aspects of the 


Development of Live Virus Vaccine in Polio- 
myelitis. Brit. M. J. 5192:85 (July 9), 1960. 


World-Wide Mental Health—Ten 
years of pioneering by WHO are 
reported upon in informative detail. 
Findings and recommendations of a suc- 
cession of expert committees, subcom- 
mittees, and a variety of study groups 
and seminars are recorded. Two points 
are underscored: mental health cannot 
be won by psychiatrists working alone, 
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and what succeeds in one culture may 
not necessarily be the answer to prob- 
lems arising in another value system. 
Krapr, E. E. The Work of the World 
Health Organization in the Field of Mental 
Health. Ment. Hyg. 54,3:315 (July), 1960. 


More About Resuscitation—A psy- 
chiatrist discusses emotional blocks to 
successful mouth-to-mouth life saving. 
There are many such blocks, and serious 
ones; more perhaps than will have oc- 
curred to you, so you may want to 
hear what this observer has to say. 

Linpen, M. E. Some Psychological Aspects 
of Rescue Breathing. Am. J. Nursing 60,7:971 
(July), 1960. 


“Vulnerable Age” — One whole 
issue of this (Br.) journal is given 
over to old people. There are two 
papers describing pioneering efforts in 
creating diagnostic and _ consultative 
clinic services, and one—among others 
—on a community survey designed to 
show the way to a better understanding 
of the problem of providing effective 
care for the aged. 

Mappison, J. Setting Up a Clinic for Pre- 
ventive Medicine for Older People (and four 
related papers). Pub. Health 74,10:362 
(July), 1960. 


Odd Fact—Infants from 5 to 60 
days old do not develop an intestinal 
infection when given attenuated polio- 
viruses orally, but do become infected 
and respond immunologically when vac- 
cinated later. However, premature in- 
fants and newborns were highly suscep- 
tible to intestinal infection. Oral vacci- 
nation of children less than two-months 
old is not recommended. 

Pacano, J. S., et al. Variation of Response 
in Early Life to Vaccination With Living 
Attenuated Poliovirus and Lack of Immuno- 
logic Tolerance. Lancet 7136:1224 (June 4), 
1960. 


The Middlesex Approach—Urged 
on by the (Br.) Ministry of Health, 
a research project in cancer-smoking 
education was undertaken by the MOH 
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of Middlesex. The health education off- 
cer, equipped with a tape recorder and 
without the presence of teachers, dis- 
cussed the subject of cancer from smok- 
ing with grammar school children in 
a number of schools. They discussed 
such matters as who smoked? When 
did he (she) begin? What influenced 
him (her)? Had they previous knowl- 
edge of the cancer hazard of smoking? 
Would they want informative leaflets? 
(Answer: loud “No”). Would they like 
to see a movie. and if so what kind? 
Humorous, dramatic, factual? (Can you 
guess the kind the kids chose?) For 
the by-products of these revealing meet- 
ings of minds, see the paper. Some 
British health people seem to be taking 
the ministry seriously. 

Perkins, A. C. T. Smoking and Lung 
Cancer. Health Ed. J. (British). 18,2:86 
(May), 1960. 


Measles Prophylaxis — Though 
measles and distemper viruses may be 
antigenically related, they seem not sufh- 


If additional information is desired regarding the articles listed in this bibliography, please 


ciently close to make a distemper vac- 
cine a satisfactory prophylactic against 
measles. During a Panamarian measles 
epidemic a measles vaccine proved an 
efficient preventive, but there were 
enough reactions to suggest a limit to 
its general usefulness and acceptability. 

Scuwartz, A. J. F., et al. Experimental 
Vaccination Against Measles. J.A.M.A. 173, 
8:861 (June 25), 1960. 


Good Word for Retirement—We 
public health people hear so much and 
so often about the grave emotional trau- 
mata arising from enforced retirement 
and about physical deterioration result- 
ing fromm idleness and boredom that a 
discussion, such as this one, about pos- 
sible benefits of paid-for leisure that 
may derive to both individuals and the 
national economy may become some- 
thing of an antidote against agitated 
alarm-viewing. 

Sueparp, W. P. Retirement from the View- 


point of a Medical Director. Indust. Med. 
29,7:309 (July), 1960. 
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Health for the Alcoholic 


“Alcoholism: Handbook; Directory of 
Facilities” has been published by the 
Division of Mental Health, Public Health 
Services, Philadelphia Department of 
Public Health. In the foreword, James 
P. Dixon, M.D., health commissioner at 
the time of publication of the volume, 
writes that “at the present time there 
are no satisfactory techniques for re- 
ducing the effects of alcoholism on a 
community-wide basis. The dismal 
failure of prohibition on this score is 
still fresh in the minds of men. It 
seems, therefore, that present approaches 
must be concerned with services to 
individuals, or groups of individuals, 
for whom alcoholism is a problem.” 
The handbook section, about 30 pages, 
generally is non-geographic in its appli- 
cation, designed as it is to help pro- 
fessional workers understand the char- 
acter of the illness more fully, and 
appreciate both the usefulness and the 
limitations of present treatment methods. 
The directory describes the community 
resources which are presently available 
and can contribute to the control of 
alcoholism in the Philadelphia metro- 
politan area. Information about avail- 
ability from John J. Hanlon, M.D., 
Director of Public Health Services, De- 
partment of Public Health, Philadelphia, 
Pa. 


Occupational Health Miscellany 


The American Conference of Gov- 
ernmental Industrial Hygienists has re- 
cently issued a “Guide to Records for 
Health Services in Small Industries.” 
The manual—32 pages of text and sug- 
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gested forms—was developed in response 
to a need for specific guidelines in 
developing or improving record systems 
for employee health services in small 
industrial or business establishments 
employing one or two nurses and a 
physician on a part-time or occasional 
basis. Available from the secretary- 
treasurer of the conference, c/o Occupa- 
tional Health Field Headquarters, Pub- 
lic Health Service, 1014 Broadway, 
Cincinnati 2, Ohio. $1. 

On the occasion of its silver anni- 
versary, the Industrial Hygiene Founda- 
tion, Mellon Institute, has published a 
handsome brochure describing its serv- 
ices. The foundation was established 
by industry in 1935—first in response 
to the seriousness of the silicosis prob- 
lem—as a centralized research organi- 
zation to provide technical information 
and services through which industries 
could collaborate on problems of mutual 
interest. Part of the brochure’s mes- 
sage: attention to the effects of the total 
environment on man emphasizes the 
complexity and the need for sound 
progressive industrial hygiene and oc- 
cupational health programs. Available 
free from the Industrial Hygiene Foun- 
dation, 4400 Fifth Avenue, Pittsburgh 
13, Pa. 


Water, Water Everywhere . . . 


“Water Supply and Pollution Control” 
presents a review of 280 research studies 
conducted in this problem area during 
1958. The hope is expressed that “this 
inventory of active projects can do 
much to stimulate expanded programs 
of water supply and pollution control 
research.” The first section of the re- 
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port lists research projects by state, the 
second by subject, and the third by 
researchers engaged on the projects. 
Available from Research Grants Coor- 
dinator, Division of Engineering Serv- 
ices, Public Health Service, Washington 
25, D. C. 

“Sewer Maintenance,” the Water Pol- 
lution Control Federation’s Manual of 
Practice No. 7, details methods for 
maintaining a waste water collection 
system and considers such topics as 
records and permits, equipment, sewer 
cleaning, safety measures, and public re- 
lations. WPCF, 4435 Wisconsin Avenue, 
Washington 15, D. C., $1.50; for fed- 
eration members, $1. 


The 236-page Proceedings of the 
Eighth Southern Municipal and Indus- 
trial Waste Conference held in April, 
1959, are now available. The aim of 
the conference was to bring together 
policy-making officials of industry, mu- 
nicipalities, and other governmental 
agencies in the region for the purpose 
of delineating their respective responsi- 
bilities in pollution abatement. They 
also reviewed new technics in pollution 
The conference was in three 
sections: solids separation processes, 
chemical and biological treatment, and 
solids handling and disposal at waste 
treatment plants. The conferences are 
organized jointly by Duke University, 
North Carolina State College. and the 
University of North Carolina with the 
support of the North Carolina Sewage 
and Industrial Waste Association. Uni- 
versity of North Carolina School of 
Public Health, Chapel Hill, N. C., $2. 


control. 


“Progress Report: Water Resources in 
Rensselaer County” was published in 
January of this year. This New York 
State County is one of many areas in 
the United States whose leaders begin 
to foresee the demands for water ex- 
ceeding its supply. In July, 1959, the 
County Board of Supervisors called on 
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the health department to make a 
thorough study of the long-range devel- 
opment of water resources for the 
county. Safety of water supply is a 
classical health department function; 


forecasting the adequacy of supply 
is not, generally speaking. “Progress 


Report” is an example of how one 
county health department has gone mod- 
ern in relation to its water responsi- 
bilities. 

Since water demands will be closely 
related to population growth, the first 
portion of the department’s long-range 
study has dealt with the projection of 
population up to the year 2,000. Al- 
though copies of the report are not 
generally available, anyone confronted 
with the problem of studying provision 
of water for the future could undoubt- 
edly receive considerable assistance from 
the Rensselaer study. Joseph A. Salvato, 
Jr.. P.E.. is Director, Division of En- 
vironmental Hygiene and H. Jackson 
Davis, M.D., is Commissioner of Health. 
Rensselaer County Health Department, 


Troy, N. Y. 


Four Research Reports of studies con- 
tracted for by the New York State 
Department of Health Water Pollution 
Control Board were printed this spring. 
No. 1 is “Statistical Analysis of Drought 
Flows of Rivers of New York State” 
(Manhattan College) ; No. 2, “Efficiency 
of Various Methods of Treatment, Milk 
Plant Wastes, New York State” (New 
York University) ; No. 3, “Experimental 
Treatment Plant at Dutch Hollow Foods, 
Inc., Honeoye Falls, New York” (New 
York University); and No. 4, “Treat- 
ment of Long Island Duck Farm Wastes” 
(Cornell University). A limited supply 
of the reports are available at no charge 
for practicing sanitary engineers or 
others directly concerned with water 
pollution control problems. WPCB. 


Anselmo F. Dappert, Executive Secre- 
tary. 84 Holland Avenue, Albany 8. 
N. Y. 
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Thirty Million Pamphlets 


That is the number of pamphlets, 
all titles, the Public Affairs Committee 
has distributed in its 24 years of pub- 
lishing. “The Story of Thirty Million 
Pamphlets” is told, in what may be 
regarded as a silver anniversary report 
(founded 1935), by the committee’s 
secretary and editor Maxwell S. Stewart. 
Health workers may consider themselves 
fortunate in that the committee has 
so often met a public need by pub- 
lishing helpful works related to com- 
munity health. At least a third of its 
1959 output could be so classified. Now 
come, within the period January-July, 
1960, five more such publications: 

No. 292 “Venereal Disease: Old Plague—New 

Challenge,” by T. Lefoy Richman 
No. 295 “Blindness—Ability, not Disability,” 

by Maxine Wood 
No. 297 “The Arthritis Hoax: $250,000,000 

in Frauds and Fallacies,’ prepared in co- 
operation with the Arthritis and Rheuma- 
tism Foundation 
No. 298 “Private Nursing Homes: Their Role 
in the Care of the Aged,” by Ogden Greeley 
No. 300 “Paraplegia: a Head, a Heart, and 
Two Big Wheels,” by Jules Saltman 


Each is done with undoubted com- 
petence. Single copies may be pur- 
chased for 25 cents from Public Affairs 
Committee, 22 East 38th Street. New 
York 16, N. Y. Special quantity rates. 


Worth Acquiring 


“How to Deal with Mental Problems” 
should help many readers gain insight 
into their own as well as others’ emo- 
tional problems. The new booklet. a 
project of the National Association for 
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Mental Health and the Advertising 
Council, spells out “several instances 
of disturbing behavior which tell us 
a person is in emotional trouble,” such 
as belligerence, excessive moodiness, 
suspiciousness and mistrust, and the 
like; shows how these may develop; 
and goes into some practical do’s and 
don’ts for persons who would be help- 
ful and understanding to those in emo- 
tional trouble. Replaces the AC-NAMH 
brochure, “How to Deal with Your 
Tensions,” of which 1,500,000 free cop- 
ies have been distributed. Single copies 
of the new 13-page booklet free from 
Better Mental Health, Box 2500, New 
York, N. Y. Request quantity rates. 


“When a Parent is Mentally Ill: 
What to Say to Your Child” is the re- 
cent contribution of Helene S. Arnstein, 
author, and the Child Study Association 
of America, publisher. The 48-page 
pamphlet illustrates numerous ways in 
which one parent can help the child, 
at each age level, adjust to the many 
difficulties inherent in this situation. The 
text is also, of course, directed at help- 
ing the well parent maintain emotional 
equilibrium during the course of illness 
of the partner. The final paragraph: 
“Everyone in the family will have suf- 
fered in his own way through this 
experience, but everyone may also have 
gained in strength. Perhaps too, through 
the separation (i.e. hospitalization of 
parent) each member will have found 
out how much it means to ‘belong’ and 
to be really needed and loved.” Child 
Study Association of America, 9 East 
89th Street, New York 28, N. Y.. 50 
cents. Request quantity rates. 
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NEWS FROM THE FIELD 


WHO News 


Divisional Changes at Headquarters 


WHO has altered its organizational 
structure at headquarters by splitting 
the Division of Organization of Public 
Health Services into the Division of 
Public Health Services. and the Divi- 
sion of Health Protection and Promo- 
tion. Changes became effective in April. 
The distribution of units within the 
newly constituted divisions is as follows: 

Division of Public Health Services: 
Office of the Director; Public Health 
Administration; Nursing; Health Edu- 
cation of the Public; Maternal and Child 
Health; Health Laboratory Services; Or- 
ganization of Medical Care. 

Division of Health. Protection and 
Promotion: Office of the Director; 
Social and Occupational Health; Men- 
tal Health; Nutrition; Cancer; Cardio- 
vascular Diseases; Dental Health. 

Pending the appointment of another 
Assistant Director-General, the Divisions 
of Public Health Services, of Health 
Protection and Promotion, and of Edu- 
cation and Training will report to the 
Deputy Director-General. 

Program Coordination and Program 
Evaluation are henceforth attached to 
the Office of the Director-General. 
(WHO Chronicle, Vol. 14, No. 6, June, 
1960. ) 


A Look at Research Priorities 


WHO's Advisory Committee on Medi- 
cal Research met in Geneva June 20-25 
and defined some of the areas in which 
further studies are indicated. In their 
opinion, for example, more intensive 
study of cancers occurring spontane- 
ously in animals is likely to provide 
new leads for human cancer research. 
The frequency of different types of 
cancer in animals living in environments 
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similar to those of human populations 
could usefully be compared with corres- 
ponding human cancers, the committee 
indicated. 

The members also agreed on the 
importance of continued research into 
both human and animal genetics. Ex- 
perts are just beginning, they say, to 
understand some of the causes and 
mechanics which account for various 
congenital malformations and the im- 
portance of hereditary factors both in 
communicable and noncommunicable 
chronic disease in man. 

In the field of cardiovascular diseases 
the committee declared that the public 
health aspect of coronary heart dis- 
eases, hypertension, and arteriosclerosis 
of adults was of primary importance 
in most countries. (See also, March, 
1960 Supplement, AJPH. “Prevention 
and Control of Heart Disease.”) Here, 
they indicated, the role of WHO is 
not so much to assist in research directly 
as to bring together groups of workers 
and thus promote mutual communica- 
tion and stimulation of ideas. 

Research findings from highly indus- 
trialized countries were considered of 
the greatest interest to public health 
workers in countries now in the proc- 
ess of attaining similar conditions of 
life, and presumably soon to face simi- 
lar problems. 


PAHO's Story of Itself 


The Pan American Health Organiza- 
tion has published a pamphlet, “PAHO: 
What it is .. . What it does . . . How 
it works.” 

PAHO’s secretariat is the Pan Ameri- 
can Sanitary Bureau (PASB) which 
since 1949 has also been the Regional 
Office of WHO for the Americas. Known 
since 1923 by its present name, PASB 
started life in 1902 as the International 
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Sanitary Bureau; and PAHO used to 
be PASO, Pan American Sanitary Or- 
ganization. 

Once over these name hurdles, the 
pamphlet moves smoothly down the 
track on its mission. Charts, maps, and 
photographs combined with a free-flow- 
ing text are presented in such a way 
that the pamphlet can appropriately 
double as a reference item for the pro- 
fessional, and as teaching material for 
high school and other students.  Inci- 
dentally, for the person who wants to 
learn more about the organizational 
pattern of WHO in general, this will 
prove a handy guide. 

Miscellaneous Publication No. 54, 
January, 1960, 20 pages. From PAHO/ 
WHO Information Office, 1501 New 
Hampshire Ave., N.W., Washington 
6, D. C. As no price is listed, it is 
presumably free. 


Teaching Teachers Health Education 


Health education is not always recog- 


nized as a discipline of its own and 
given its appropriate place in the train- 
ing of teachers, according to the Report 
of the Joint WHO/UNESCO Expert 
Committee on Teacher Preparation for 
Health Education. The committee has 
now set forth certain guiding principles 


for such training. Health education in 
school should be based on the health 
needs and interests of the children. The 
teacher has many opportunities for im- 
parting it. But to be effective as a 
health educator, the teacher must have 
systematic instruction on growth and 
development, personal and community 
health, school health practice, and 
methods of health education. The re- 
port also deals with the future teacher's 
learning experiences in health educa- 
tion during preservice preparation, the 
fully-fledged teacher's inservice training 
in health education, and the need for 
planning and leadership in teacher prep- 
aration. The committee underscores “the 
importance of including teachers in the 


SEPTEMBER, 1960 


NEWS FROM THE FIELD 


early stages of planning various projects 
and activities” which require teachers’ 
participation for implementation, and 
suggests several ways for accomplishing 
this. 

WHO Technical Report Series, No. 
193, 1960. 19 pages. Price: 30 cents. 
Also in French and Spanish. 


Live Vaccine: Economic Aspects, Too 


In June, 100 scientists from 20 coun- 
tries met in Washington, D. C., to re- 
port their experiences with live polio- 
virus vaccine in laboratory experiments, 
field trials, and mass campaigns. The 
international conference was sponsored 
by the WHO and the PASB. 

The conference was informed of these 
developments, for example: 
eIn the USSR, Sabin vaccine, Soviet-tested 

and mass-produced, has been administered 

to more than 66 million persons. (See also 

June, 1960, Supplement, A.J.P.H. Dr. A, 

A.. Smorodintsev: “New Live Vaccines 

Against Virus Diseases.”) Supplies have 

also gone to Czechoslovakia, Hungary, Bul- 

garia, mainland China, and North Vietnam, 
¢ Poland, using another vaccine of United 

States origin (Koprowski), has embarked 

on compulsory vaccination of all susceptible 

age groups. 

In Latin America a third United States- 

bred vaccine (Cox) has been used for vac- 

cination of millions of persons under tropi- 
cal and epidemic-menaced conditions. 

In the United States, which for several 

years has been using needle-injected dead- 

virus vaccine (Salk), various communities 

(Dade County, Fla., and others) have more 

recently been giving live-virus vaccine by 

mouth. 


The conference agreed that “in almost 
all those trials. including the massive 
experience in the USSR, untoward re- 
actions were either absent or insignifi- 
cant.” 

Among the speakers who cited advan- 
tages in the use of live-virus vaccine 
that can be administered orally, was 
Dr. Oscar Vargas Mendez of Costa Rica 
who stressed ease of giving in countries 
lacking the doctors and clinical staff 
required for needle vaccination. 


Be. 


In summing up, Fred L. Soper, M.D., 
director-emeritus, PASB, and vice-presi- 
dent, American Public Health Associa- 
tion, stated that the challenge of the 
conference was no less than an attempt 
to rid the world of polio, with the 
greater part of the world unable to 
afford the expense or professional man- 
power needed for needle vaccination. 
Safe. live vaccine easily dispensed to 
hundreds of millions could be the 
answer, he said. 

Following the conference, WHO's Ex- 
pert Committee on Poliomyelitis met in 
Washington, June 13-16, and expressed 
belief that both types of vaccine had a 
major role to play in world control 
of polio. The committee observed that 
information on the effectiveness of the 
live vaccine, although hopeful, is not 
conclusive as to its degree under all 
circumstances. Also that the new vac- 
cine could not be relied on to give 
full protection in one dose and that 
repeated administrations are needed. 


QT Inc., Boston 


“New Directions.” June, 1960. the 
first issue of the newsletter of the Medi- 
cal Foundation, Inc., Boston, Mass., 
prints the following story: 


“On October of 1952 nine young women 
with ileostomies met for the first time in 
Boston to talk over informally some of the 
difficulties encountered in the practical man- 
agement of an ileostomy. At the second meet- 
ing some older women who were interested 
were present. As the size of the group in- 
creased men were invited to participate, and 
since then the membership, open now to any- 
one with an ileostomy, has continued to grow 
rapidly. Today as QT Inc., Boston, this 
group, banded together for the sole purpose 
of mutual aid, is offering to its (600 or more 
members) many services and is taking its 
place among the self-help organizations in 
the community.” 


QT Inc., Boston, holds monthly meet- 
ings at which appliances are displayed 
and supplies sold. A bulletin and a 
quarterly cover items of interest to the 
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ileostomist and his family. “Last but 
by no means least, QT gives the patient 
a chance to discuss matters, once taboo, 
about himself concerning his rehabilita- 
tion and complete readjustment to a 
new way of life.” 

QT Inc., Boston, also publishes a 
“Manual for Ileostomy Patients” now in 
its fourth edition, revised this year. 
Chapters on: Your [leostomy; Descrip- 
tion of lIleostomy Equipment; Use of 
Equipment and Ileostomy Care; Learn- 
ing to Live with an Ileostomy; and 
Ileostomy Appliances. ($2 from QT Inc., 
Boston, c/o the Medical Foundation, 
227 Commonwealth Avenue, Boston 16, 
Mass. } 

The two-year-old Medical Foundation’s 
major interests are in medical research 
and health education, its work with QT 
Inc., Boston, being evidence of the latter. 
The Foundation’s program is described 
in detail in its first newsletter. 


Medical Technologists (ASCP) Elect 


The American Society of Medical 
Technologists elected the following off- 
cers at their 28th annual convention 
at Atlantic City in June: 
President-Elect: Ellen Anderson, M.T. 

(ASCP), laboratory supervisor in ex-folia- 

tive cytology, North Carolina Memorial 

Hospital, Chapel Hill, N. C. 

Recording Secretary: Mary Catherine Weth- 
ington, M.T. (ASCP), chief medical tech- 
nologist and bacteriologist, VA Hospital, 
Saginaw, Mich. (reelected) 

Treasurer: Thelma Woods, M.T. (ASCP), 
chief medical technologist, Santa Monica 
Hospital, Santa Monica, Calif. 


Nellie Bering, M.T. (ASCP), of Alex- 
andria, Va., was installed as 1960-1961 
president succeeding Ruth Heinemann, 
M.T. (ASCP), of Minneapolis, Minn. 

Recipient of the 1960 Corning (Glass 
Works) Award as the year’s outstand- 
ing medical technologist in the United 
States was Evelyn F. Ballou, M.T. 
(ASCP), administrative assistant, His- 
topathology Laboratories, and super- 
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visor, Ophthalmic Laboratory, Armed 
Forces Institute of Pathology, Wash- 
ington, D. C. 


Graduations from Public Health 
Nursing Programs 


The National League for Nursing re- 
ports 3,502 graduations in academic 
year 1958-1959 from programs accred- 
ited by NLN for public health nursing. 
This compares with 829 in 1951-1952. 
Programs reported on are baccalaureate, 
classified as follows: 

I—Basic baccalaureate approved for P.H.N. 
I1—General baccalaureate for graduate nurses 


approved for P.H.N. 
IiI—Baccalaureate for R.N. with P.H.N. major. 


The number of graduations has con- 
sistently increased in categories I and 
If and decreased in category III, as 
follows: 

1951-1952 1958-1959 


I 285 2,116 

II 65 1,117 

Ill 479 269 
Totals 829 3,502 


A similar pattern of increase and de- 
crease is found in the number of pro- 
grams accredited for the same years, 
and as of June 30, 1960, for which 
figures are now released. 


1951-1952 1958-1959 _ 1960 


I 6 59 72 

II 3 34 37 

Ill 37 20 17 
Totals 6 113 126 


There are baccalaureate programs in 
nursing accredited by the NLN in all 
except 11 of the 50 states: Alaska, Ari- 
zona, Delaware, Idaho, Kentucky, Maine, 
Nevada, North Dakota, Rhode Island, 
South Carolina, and West Virginia. Of 
the 39 states in which such programs 
are accredited, Kansas, Mississippi, Ne- 
braska, Oklahoma, and Virginia have 
schools with programs yet to be ap- 
proved for public health nursing. 
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Among the Health Departments 


Pennsylvania 


The Pennsylvania Department of 
Health has distributed its recently com- 
pleted “Physician’s Guide” to each phy- 
sician licensed and practicing in the 
state. Each senior medical student has 
also received a copy. The Guide is 
designed to help physicians become 
“more familiar with public health prac- 
tices, laws and services, and therefore 
enhance the working relationship be- 
tween the practicing physician and the 
health department,” in the words of 
C. L. Wilbar, Jr., M.D., secretary of 
health. Each of four sections—Physi- 
cian’s Responsibilities, Regulations, Di- 
rectory of Services, and Procedures— 
is printed on paper of a different color. 
A fifth section, a built-in clip-board, is 
reserved for “correspondence from the 
secretary of health dealing with special 
problems, requests or information of an 
emergency public health nature.” 

Of interest also is a set of “Physical 
Standards for Driver Licensing” which 
was distributed with the Guide (and 
presumably for insertion on the clip- 
board.) This is a “handy reference for 
your use when examining applicants 
for a motor vehicle operator's permit . . . 
so arranged that it conforms fairly 
closely to the sequence of pertinent 
data on the physical examination form 

(but) not to be construed as re- 
placing sound professional judgment 
and/or individualized evaluation.” The 
provision of this kind of material for 
the physician by the health department 
is an excellent example of one of the 
ways an official health agency is ex- 
pected to supplement the services of 
the physician in medical care. 


Puerto Rico 


The addition of fluorine to Puerto 
Rico’s drinking water since 1953 has 
helped to reduce tooth decay among 
children by 65 per cent, according to 
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a report issued by the Commonwealth 
Department of Health. The caries re- 
duction was demonstrated by comparing 
the results of extensive surveys made by 
the department’s Bureau of Oral Hy- 
giene in 1952 and in 1958. By March 
of this year, all but seven towns were 
using fluoridated water and these seven 
will soon be included in the program. 


California 


Bureau of Nursing is the new title 
for the former Bureau of Public Health 
Nursing of the California State Depart- 
ment of Public Health. The change in 
name was made to reflect more accur- 
ately the department's responsibilities, 
since these are not limited to the field 
of public health nursing. The depart- 
ment is concerned with the availability 
and quality of nursing services to peo- 
ple wherever they may be in the com- 
munity, in homes, institutions, schools, 
or places of employment, and with the 
education of nurses for these services. 

The responsibilities of the Bureau 
of Nursing include coordination of nurs- 
ing activities within the State Depart- 
ment of Public Health and assisting 
local agencies and institutions in their 
efforts to improve the quality and in- 
crease the quantity of nursing services. 


Mississippi 

Home accidents are on the increase 
in Mississippi, according to figures made 
public by N. C. Knight, M.D., director 
of the Public Health Education Division, 
Mississippi State Board of Health. 

Deaths caused by home accidents in- 
creased 16 per cent in 1958 over 1957, 
and 17 per cent in 1959 over the pre- 
vious year. Because of its proportions, 
the home accident problem is regarded 
by the board of health as a major public 
health problem and is receiving atten- 
tion as such. 

As the first step in an organized pro- 
gram to halt the rising tide of death 
and disability from home accidents, last 
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July a 12-month home accident survey 
got under way in representative counties 
throughout the state. Results from the 
survey are expected to better define 
Mississippi's home accident problem and 
to form a base for the selection of 
methods of attack. 

The Board of Health’s monthly bulle- 
tin (July), “Mississippi's Health,” is 
devoted to case reports and other in- 
formation on the state’s Home Accident 
Prevention (HAP) program. 


South Dakota 


The State Health Department secured 
the loan of a “Transparent Talking 
Woman” for the State Fair of 1960 
(September 5-10). The model, “Valeda,” 
a full size plexiglas figure whose life- 
like internal organs light up one by 
one as she describes them, was borrowed 
from the Hinsdale (IIl.) Health Museum. 
The State Health Department arranged 
for the exhibit to help promote the 
establishment of a year-round health 
museum in the state on the State Fair 
grounds. A firm step forward in this 
project was taken in June when a group 
of 17 interested persons filed articles of 
incorporation for the South Dakota 
Museum of Health Foundation. 


Forecasts for Record Librarians 


The American Association of Medical 
Record Librarians will hold its 32nd 
Annual Meeting in Seattle, Wash... Oc- 
tober 10-13. 

Increased hospital efficiency through 
streamlined procedure will be the focus 
of attention as AAMRL members hear 
one of their principal speakers, Hugh 
D. MacGuire, M.D., of the Atomedic 
Research Center, Montgomery, Ala., dis- 
cuss the effect of future hospital plan- 
ning on medical records. Another major 
speaker will be Paul A. Lembcke, M.D., 
professor of preventive medicine and 
public health, School of Medicine, Uni- 
versity of California Medical Center, 
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Los Angeles, on the topic “Research 
Holds a Challenge for the Future.” 

Also planned are sessions on “Indices 
of Quality of Nursing Care,” a panel 
on “How Valid is Hospital Statistical 
Reporting?” and “Clinic Hours” on 
medical records in teaching, mental 
and general hospitals, and in home and 
progressive care programs. 


Panel on Food Additives Reports 


A special Panel on Food Additives 
was convened by the President’s Sci- 
ence Advisory Committee and issued a 
report in May, 1960, which was con- 
curred in by the committee and the 
Departments of Agriculture and of 
Health, Education, and Welfare. 

When the secretary of health, educa- 
tion, and welfare barred the sale of 
aminotriazole-sprayed cranberries and 
stilbestrol-treated fowl, he had acted 
under Section 409(c)(3) of the Food 
Additives Amendment, enacted in 1958, 
of the Food, Drug. and Cosmetic Act. 
Also known as the Delaney proviso of 
the amendment, it states that “no addi- 
tive shall be deemed to be safe if it is 
found to induce cancer when ingested 
by man or animal... .” 

The interpretation of the Delaney pro- 
viso made by Secretary Flemming is 
that no possible carcinogen can be per- 
mitted as a food additive under any con- 
ditions and at any concentrations. 

The panel recommends that an ad- 
visory board be appointed to assist the 
secretary of health, education, and wel- 
fare in evaluating the scientific evidence 
on carcinogens and that such scientific 
evaluation be coupled with greater ad- 
ministrative discretion in deciding on 
whether certain possibly carcinogenic 
compounds should be prohibited. 

The report has been printed as a 
public service by the Nutrition Founda- 
tion, Inc., 99 Park Avenue, New York 
16, N. Y. 
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NIMH Staff Changes 


Stanley F. Yolles, M.D., formerly di- 
rector of the Mental Health Study Cen- 
ter, NIMH, has been appointed to the 
new position of associate director, NIMH 
for Extramural Programs. James W. 
Osberg, Jr., M.D., succeeds Dr. Yolles 
as director of the Mental Health Study 
Center. Dr. Osberg comes from the 
Atlanta Regional Office of the Public 
Health Service where he served as a 
consultant in psychiatry and chief of 
the Mental Health Section. 


Wastewater: Meeting and Conference 


Over 1,500 leaders in the wastewater 
field are expected at the 33rd Annual 
Meeting of the Water Pollution Control 
Federation, to be held in Philadelphia, 
October 2-6. Federation _ president, 
Mark D. Hollis, Assistant Surgeon Gen- 
eral and Chief Engineer of the Public 
Health Service, will preside. A fezture 
of this meeting is Industry Day, Wednes- 
day, October 5. As one major center 
of industry, Philadelphia is considered 
an appropriate city in which to hold 
discussions of industrial wastes prob- 
lems, both in meeting sessions and at 
a special luncheon. The day’s technical 
papers are co-sponsored by the Water 
Pollution Abatement Committee of the 
Manufacturing Chemists’ Association. 

During the five-day meet 50 papers 
are scheduled for 13 technical sessions. 
Among the topics will be public rela- 
tions, maintenance, industrial wastes, re- 
search, and small plant design and op- 
eration. 

More than 1,000 representatives of 
industry, engineering, medicine, educa- 
tion, research, conservation, government, 
and the public are being invited to the 
National Conference on Water Pollution 
to be held in Washington, December 
12-14, under PHS auspices. The con- 
ference is to lay the groundwork for 
a united citizens’ attack on the prob- 


1469 


ia 
= 


lems of water pollution. The prelimi- 
nary program plans agreed upon by 


an advisory committee include the pres- 
entation of panels on five aspects of 
pollution: the nature of the problem; 
its impact on health, welfare, and the 
economy; the growing competition for 
water; keeping water clean; and the 
need for additional research. Dwight 
F. Metzler, C.E., director, Division of 
Sanitation, Kansas State Board of 
Health, was the APHA representative 
on this committee of 35 leaders. 


Ph.D., Administrative Medicine 


Beginning September, 1960, Columbia 
l niversity’s School of Public Health 
and Administrative Medicine will offer 
a new degree program to provide essen- 
tial training for research in administra- 
tive medicine. Like all Columbia Ph.D. 
programs, this will be administered by 
the Graduate Faculties of the university. 
In this case, the Graduate Faculties will 
act through a specially designated sub- 
committee drawn from the fields of Pub- 
lic Health and Administrative Medicine. 
Sociology, Social Work, Economics, and 
Business Administration. It is antici- 
pated that qualified applicants will be 
chosen from those with previous train- 
ing in administrative medicine, public 
health, medicine. or the social sciences. 
Further information from Ray E. Trus- 
sell. M.D., chairman, Columbia Univer- 
sity School of Public Health and 
Administrative Medicine, 600 W. 168th 
Street. New York 32, N. Y. 


Programs Seeking Members’ Attention 
The School of Public Health of the 


University of Michigan and the Uni- 
versity of Minnesota are jointly con- 
ducting an institute on “Newer Con- 
cepts of Growth and Development: 
Implications in Child Health.” This will 
be held November 28-December 2 at the 


Center for Continuation Study of the 
General Extension Division, University 
of Minnesota, Minneapolis. The Mater- 
nal and Child Health and the Crippled 
Children’s agencies of the two states 
are sponsoring the institute, and the 
Children’s Bureau is financing it. Per- 
sonnel of MCH and CC programs in 
Regions V and VI are eligible to attend 
upon selection by the respective pro- 
gram directors in each state. For fur- 
ther information (Region V): Donald 
C. Smith, M.D., associate professor of 
maternal and child health, University 
of Michigan School of Public Health. 
Ann Arbor. Mich.; (Region VI): Gay- 
lord W. Anderson, M.D., director, Uni- 
versity of Minnesota School of Public 


Health, Minneapolis, Minn. 


The Children’s Heart Hospital of Phil- 
adelphia will hold its Annual Institute 
for the Care of the Cardiac Child on 
October 26. The theme this year is 
“Progress in the Care of the Cardiac 
Child.” The program has been accepted 
for four hours of Category 1 credit 
by the American Academy of General 
Practice. Further information from 
Rose M. Cullen, MSPH. administrator 
of the hospital, located on Conshohocken 


Ave., Philadelphia 1, Pa. 


Also carrying AAGP Category 1 
credit is the Third Series of Seminars 
on Psychiatry for the General Practi- 
tioner at the Carrier Clinic, Belle Mead. 
N. J. Dates are September 14, 21, 28. 
and October 5, 12, 26. Sponsors are 
the New Jersey Chapter AAGP, Special 
Committee on Mental Health of the 
Medical Society of New Jersey and the 
New Jersey Neuro-Psychiatric Institute. 
the Carrier Clinic, which will furnish 
additional information. 


The Department of Physical Medicine 
and Rehabilitation, New York Medical 
College—Metropolitan Hospital Center. 
will hold a course, November 14-18, on 
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rehabilitation care of the chronically ill 
patient. The course will offer physi- 
cians a review of the principles and 
technics in the medical care of the 
chronically ill to meet the needs of the 
clinician, medical administrator, and 


public health physician. 


The tuition fee is $150. Traineeships 
for tuition, maintenance, and travel are 
available. Applications for the course 
and traineeships from Jerome S. Tobis, 
M.D., chairman, Department of Physical 
Medicine and Rehabilitation, New York 
Medical College. 1 East 105th St.. New 
York 29. N. Y. 


The 1960-1961 Training Program Bul- 
letin of the PHS Robert A. Taft Sani- 
tary Engineering Center, Cincinnati, 
Ohio, is now available. Among the 43 
courses listed as offerings at the Cin- 
cinnati headquarters between now and 
June 30, 1961, early ones are “Basic 
Radiological Health,” scheduled for Oc- 
tober 3-14; “Radionuclide Protection” 
and “Radiological Health for X-ray 
Technicians” (both, October 17-21); 
and “X-ray Protection” (October 24- 
28). For a complete listing of other 
radiological health courses, and courses 
on milk and food, air pollution, and 
water supply and pollution control, con- 
sult the bulletin. This also contains 
application blanks and is available from 
Chief, Training Program, Taft Sanitary 
Engineering Center, 4676 Columbia 
Parkway, Cincinnati 26, Ohio. 


PERSONALS 


Marcarer Isaset associate profes- 
sor of public health and head, Laboratory 
Science Division, School of Public Health, 
University of California, Berkeley, has re- 
tired after 40 years of service. 

Gitsert W. Beene, Ph.D.,* formerly with the 
Atom Bomb Casualty Commission in Japan, 
is now at the National Academy of Sciences, 
Washington, D. C. 


* Fellow. 


+ Member. 
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Lester Brestow, M.D., M.P.H.* formerly 
chief, Bureau of Chronic Diseases, has been 
named chief, Division of Preventive Medical 
Services, California State Department of 
Public Health, replacing Rosert Dyar, 
M.D., Dr.P.H.,* now chief of the depart- 
ment’s new Division of Research. 

A. June Bricker,* director, Field and Com- 
munity Health Bureau, Metropolitan Life 
Insurance Company, New York City, has 
been appointed executive secretary, Ameri- 
can Home Economics Association, Washing- 
ton, D. C., effective December, 1960, 
succeeding Mitprep Horton. 

I. Jay Bricutman, M.D., M.S.P.H.,* formerly 
executive director, Interdepartmental Health 
Resources Board, New York State, is now 
assistant commissioner for Chronic Disease 
Services, New York State Department of 
Health, Albany. 

Joun C. Bucuer,' M.D.,+ formerly consultant 
on nuclear energy affairs, Rockefeller 
Foundation, New York City, is now director, 
Puerto Rico Nuclear Center, University of 
Puerto Rico (for the U. S. Atomic Energy 
Commission }. 

Witeur J. Conen,t professor, Public Wel- 
fare Administration, University of Michigan 
School of Social Work, has been appointed 
a member of the Michigan State Council of 
Health. 

Georce R. Ph.D.,* professor of nu- 
trition, Yale University, New Haven, Conn., 
and a pioneer in the field of B vitamins, has 
retired. 

Epowarp C. Curnen, Jr., M.D.,* formerly pro- 
fessor of pediatrics and chairman, Depart- 
ment of Pediatrics, University of North 
Carolina School of Medicine, is now chair- 
man, Department of Pediatrics and Carpen- 
tier professor of pediatrics, Columbia Uni- 
versity College of Physicians and Surgeons, 
New York City, succeeding Rustin Mc- 
Intosu, M.D., retired. Dr. Curnen is also 
attending pediatrician and director of the 
Pediatric Service, Babies Hospital, Co- 
lumbia-Presbyterian Medical Center, New 
York City. 

S. Dean, M.D., Dr.P.H.,* Buffalo, 
N. Y., regional health director, New York 
State Department of Health, has retired as 
professor and head, Department of Preven- 
tive Medicine, University of ‘Buffalo School 
of Medicine. He will continue to serve as 
Buffalo regional health director. 


James P. Dixon, M.D.,* president, Antioch 
College, Ohio, has been appointed to the 
Public Health Service’s National Advisory 
Health Council. 
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Georrrey Epsatt, M.D.,* formerly director, 
Division of Communicable Diseases, Walter 
Reed Army Institute of Research, and di- 
rector, Commission on Immunization, Armed 
Forces Epidemiological Board, Washington, 
D. C., is now superintendent, Institute of 
Laboratories, Massachusetts Department of 
Public Health, and professor of applied 
microbiology, Harvard School of Public 
Health. 

Danie J. Fetpman, M.D.,* formerly associate 
professor, Institute of Physical Medicine 
and Rehabilitation, New York University 
College of Medicine, is now director, Re- 
habilitation Stanford Medical 
Center, Palo Alto, Calif. 

Frankun H. Fiske,+ formerly director of 
sanitation, Denver (Colo.) Health Depart- 
ment, is now director of sanitation, North- 
east Health District, Allegheny County and 
Pittsburgh (Pa.) Health Department. 

F. Rovert Freckiteton, M.D., M.P.H..* form- 
erly consultant, General Health Services, 
Region VI, Public Health Service, Kansas 
City, Mo., is now city health commissioner, 
Boston, Mass. 


Services, 


KaturyN M. Frirz, R.N.,+ formerly mental 
health nursing consultant, Public Health 
Service, Region IV, is now associate profes- 
sor and assistant director, public health 
nursing program, University of Minnesota 


School of Public Health. 


Jouannes Ipsen, M.D., M.P.H.,* formerly as- 
sociate professor of public health, Harvard 


School of Public Health, and superin- 
tendent, Institute of Laboratories, Massa- 
chusetts Department of Public Health, is 
now professor of epidemiology and medical 
statistics, University of Pennsylvania School 
of Medicine, Pittsburgh. 

Emit. Korcner, Se.D.,+ has resigned as di- 
rector, Division of Public Health Labora- 

Kentucky State Department of 
Health. and is now engeged full time as 
associate professor of microbiology, School 
of Medicine, University of Kentucky. 

Eowarp F. Marra, M.D., M.P.H.,+ formerly 
associate professor of preventive medicine, 
Boston University School of Medicine, is 
now professor and head, Department of Pre- 
ventive Medicine, University of Buffalo 
(N. Y.) Medical School. 

Artuur P. Mitcer,* program officer, Office of 
the Chief, Bureau of State Services, PHS, 
has retired after almost 40 years’ service as 
a sanitary engineer with the Public Health 
Service. 


tories, 


* Fellow. 
+ Member. 
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Paut Nemir, Jr., M.D., formerly associate 
professor of surgery, is now dean, Graduate 
School of Medicine, University of Pennsyl- 
vania. 

Harry A. Savserti, M.D., M.P.H.,* formerly 
assistant area medical officer, is now medical 
officer in charge, Indian Health Area Office, 
PHS, Portland, Ore., succeeding Rosert L. 
Zoser, M.D., M.P.H..* now medical officer 
in charge, Indian Health Area Office, PHS, 
Albuquerque, N. Mex. 

Morris Scuaerer,t formerly assistant director, 
Office of Medical Defense, New York State 
Department of Health, is now director of the 
department's Office of Planning and Proce- 
dures. 

A. F. Scuartowsxy, M.P.H.,* formerly di- 
rector, Health Education Services, Kansas 
State Board of Health, is now health edu- 
eator, Accident Prevention Program, Divi- 
sion of Special Services, PHS, Washington, 
D.C. 

Epwarp R. M.D., M.P.H.,* 
formerly associate director, Division of Medi- 
cal Services, is now assistant commissioner 
for special health services, New York State 
Department of Health, Albany. 

Criarence A. Smitu, M.D.,7 formerly deputy 
chief, is now chief, Communicable Disease 
Center, PHS, Atlanta, Ga., succeeding 
Rosert J. Anperson, M.D.,* now deputy 
chief, Bureau of State Services, PHS, Wash- 
ington, D. C. 

Martian E. Swenpsetp, Ph.D., associate profes- 
sor of nutrition and physiological chemistry, 
Department of Home Economics, University 
of California, Los Angeles, received the 
1960 Borden Award for fundamental re- 
search in the field of nutrition and experi- 
mental foods, at the annual meeting of the 
American Home Economics Association, 
held at Denver, Colo., in June. 

Donato R. Taves, M.D., M.P.H.,+ formerly 
Shasta County, Calif., health officer, is now 
a graduate research associate in radio- 
biology at the University of Rochester, New 
York. 

Myron E. Weeman, M.D., M.P.H.,* formerly 
secretary-general, Pan American Sanitary 
Bureau, WHO Regional Office for the 
Americas, is now dean, School of Public 
Health, University of Michigan, succeeding 
Henry F. Vaucuan, Dr.P.H.,* retired. Dr. 
Wegman is chairman of the editorial board 
of the American Journal of Public Health. 

Kineston S. Witcox, Ph.D..+ formerly di- 
rector, Bureau of Laboratories, New Haven 
(Conn.) Health Department, is now director, 
Bureau of Laboratories, Hawaii State Health 
Department. 
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Cuartes Wituiams, M.D.,+ formerly pediatric 
consultant, North Carolina State Board of 
Health, is now medical consultant, Disability 
Determination Unit, North Carolina State 
Board of Public Welfare. 

Ateerta Witson, R.N.,* chief, Section of 
Public Health Nursing, Minnesota Depart- 
ment of Health, has been elected chairman, 
Public Health Nurses Section, American 
Nurses’ Association, for a two-year term. 

Netta W. Witson, M.S.P.H.,* formerly area 
health educator, Indian Health Area Office, 
PHS, Portland, Ore., is now consultant on 
Indian and general adult health, Washington 
State Department of Health, Seattle. 

Atonzo S. Yersy, M.D., M.P.H.,* formerly 
deputy commissioner of medical affairs, 
New York State Department of Social Wel- 
fare, is now executive director, Medical 
Care Service, New York City Department of 
Health, and medical welfare administrator, 
New York City Department of Welfare, a 
new position. 


DEATHS 


Manrrep Bownpitcu,+ director of health and 
safety of the Lead Industries Association, 
New York, N. Y. (Occupational Health Sec- 
tion). 

Joserpn H. Correy,t sanitary engineer di- 
rector, USPHS, assistant chief, Training 
Branch, Communicable Disease Center, At- 
lanta, Ga., on July 7 (Engineering Section). 

Georce M. DeYounc, M.D.,*+ of Peoria, IL 
(Health Officers Section). 

H. E. Kiersscumipt, M.D.,* formerly medi- 
eal director, American Red Cross, North 
Atlantic Area and retired in 1952 (Public 
Health Education Section). 

Loutsa Perritr, R.N..+ of Muskogee, 
Okla., in November, 1959 (Unaffiliated). 
Epwarp Recorps, V.M.D.,+ director, State 
Veterinary Control Service, University of 

Nevada, Reno (Laboratory Section). 


CONFERENCES AND DATES 


American Public Health Association, 
Eighty-Ninth Annual Meeting, Detroit, 
Mich. November 13-17, 1961. 
Eighty-Eighth Annual Meeting, San 
Francisco, Calif. October 31—Novem- 
ber 4, and Related Organizations, 
including: 
American Association of Public Health 
Physicians 


* Fellow. 


+ Member. 
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American Association for Vital Records 
and Public Health Statistics 

American College of Preventive Medicine 

American Industrial Hygiene Association 

American National Council for Health 
Education of the Public 

American School Health Association 

American Society of Professional Biolo- 
gists 

Association of Business Management in 
Public Health 

Association of Reserve Officers of the 
USPHS 

Association of Schools of Public Health 

Association of State and Territorial Pub- 
lic Health Nursing Directors 

Association of Teachers of Preventive 
Medicine 

California School Health Association 

Cleveland Health Museum National Ad- 
visory Council 

Commissioned Officers Association of the 
USPHS 

Committee on Medical Care Teaching, 
ATPM 

Conference for Health Council Work 

Conference of Health Economists 

Conference of Municipal Public Health 
Engineers 

Conference of Public Health Training 

Conference of Public Health Veterinarians 

Conference of State and Provincial Public 
Health Laboratory Directors 

Conference of State Sanitary Engineers 

Conference of State and Territorial Di- 
rectors of Public Health Education 

Division of International Health, PHS 

Group Health Association of America 

Industrial Medical Association 

International Cooperation Administration, 
Office of Public Health 

Mental Health, Public Health and Psy- 
chiatric Nurses 

Military Government-Civil Affairs Public 
Health Society 

National Association for Retarded Chil- 
dren 

National Association of Sanitarians 

National Citizens Committee for the World 
Health Organization 

National Rehabilitation Association 

National Society for the Prevention of 
Blindness 

Public Health Cancer Association of 
America 

Social Workers in Health and Welfare 
Programs 

Society of Public Health Educators 
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Alumni Groups: 


California Public Health Alumni Associa- 
tion, University of 

Columbia University School of Public 
Health and Administrative Medicine 
Alumni 

Delta Omega Society 

Harvard Public Health Alumni Associa- 
tion 

Johns Hopkins University Alumni 

Michigan Alumni, University of 

Minnesota, University of 

North Carolina School of Public Health 
Alumni, University of 

Pittsburgh Alumni, University of 

Toronto School of Hygiene Alumni, Uni- 
versity of 

Tulane University Alumni 

Yale University Alumni 


State and Regional Public Health 
Meetings—September, October, and 
November: 


California, Northern, Public Health Asso- 
ciation. Bermuda Palms Motel, San 
Rafael. September 30. 

Connecticut Public Health Association. 
Grantmoor Inn, Meriden. November 17. 

Florida Public Health Association. Caril- 
lon Hotel, Miami Beach. October 13-15. 

Hawaii Public Health Association (Pan 
Pacific Health Conference). Hawaiian 
Village Hotel. Honolulu. November 7-8. 

Maryland Public Health Association. 
Emerson Hotel, Baltimore. October 7. 

Massachusetts Public Health Association. 
Fall Meeting. Students Union Building, 
University of Massachusetts, Amherst. 
September 15. 

Minnesota Public Health Association. 
Lowry Hotel, St. Paul. September 29-30. 

New Jersey Public Health Association. 
October. 

Nebraska Public Health Association. 
Fontenelle Hotel, Omaha. September 
28-30. 

North Carolina Public Health Associa- 
tion. Washington Duke Hotel. Durham. 
September 7-9. 

Oregon Public Health Association. Marion 
Hotel, Salem. September 29-October 1. 

Pennsylvania Public Health Association. 
University Park Hotel, University Park. 
August 14-18. 

South Dakota Public Health Association. 
Sheraton Johnson Hotel, Rapid City. 
September 14-16. 
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Tennessee Public Health Association. Max- 
well House Hotel, Nashville. October 
5-7. 

Washington State Public Health Associa- 
tion. Spokane. October 2-4. 


Meetings of Other Organizations: 


American Academy of Pediatrics. Palmer 
House, Chicago, Ill. October 17-20. 


American Association of Medical Record 
Librarians. Olympia Hotel, Seattle. 
Wash. October 10-13. 

American College of Surgeons. Annual 
Clinical Congress. San Francisco, Calif. 
October 10-14. 

American Dental Association. Los Ange- 
les, Calif. October 17-20. 

American Dietetic Association. Cleveland, 
Ohio. October 18-21. 

American Heart Association. Jefferson 
Hotel, St. Louis, Mo. October 21-25. 
American Institute of Oral Biology. Palm 

Springs, Calif. October 8-12. 

American Medical Association. Statler 
Hotel, Washington, D. C. November 29- 
December 2 (Clinical Meeting). 

American Medical Writers’ Association. 
Morrison Hotel. Chicago, Ill. November 
18-19. 

American Occupational Therapy Associa- 
tion. Statler Hilton Hotel, Los Angeles, 
Calif. November 11-18. 

American Psychiatric Association. Salt 
Lake City, Utah. October 17-20. 

Association of American Medical Col- 
leges. Diplomat Hotel, Hollywood 
Beach, Fla. October 30-November 1. 

Association of State Territorial 
Health Officers. San Francisco, Calif. 
October 27-29 (tentative). 

College of American Pathologists and the 
American Society of Clinical Patholo- 
gists. Palmer House, Chicago, Ill. Sep- 
tember 26-30. 

Congress on Industrial Health. Hotel 
Charlotte, Charlotte, N. C. October 10- 
12. 

International Association of Milk and 
Food Sanitarians. Hotel Morrison, Chi- 
cago, Ill. October 26-29. 

International Convention of Nutrition and 
Vital Substances (Sixth). Baden-Baden. 
Germany. October 5-9. 


Muscular Dystrophy Associations of Amer- 
ica. New York, N. Y. October 13. 
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National Association of Housing and Re- 
habilitation Officials. Cincinnati, Ohio. 
October 18-21. 

National Citizens Committee for the 
World Health Organization. Palace Ho- 
tel, San Francisco, Calif. November 2. 

National Association for Mental Health. 
Denver, Colo. November 17-19. 

National Cancer Conference (Fourth). 
Minneapolis, Minn, September 13-15. 

National Committee on the Aging. Bel- 
mont-Plaza Hotel, New York, N.Y. 
October 17-19. 

National Federation of Licensed Practical 
Nurses. Cole Hotel, Albuquerque, N. M. 
October 10-14. 

National Recreation Association, 
ington, D. C. September 26-30. 


Wash- 


National Safety Council. Conrad Hilton 
Hotel, Chicago, Il]. October 17-21. 

National Rehabilitation Association. Okla- 
homa City, Okla. October 10-12. 

North American Association of Alcoholism 
Programs. Banff School of Fine Arts, 
Banff, Alberta, Canada. September 25- 
30. 

Planned Parenthood Federation of Amer- 
ica. New York, N. Y. November 15-16. 

United Cerebral Palsy Associations. Sax- 
ony Hotel, Miami Beach, Fla. Novem- 
ber 19-21. 

United States Civil Defense Council Con- 
ference (Ninth). Medical Health Sec- 
tion. Leamington Hotel, Minneapolis, 
Minn. September 21-22. 

Water Pollution 
Sheraton Hotel, 
October 2-6. 


Control Federation. 


Philadelphia, Pa. 


Directory of 
Health Service 


BLACK & VEATCH 
Consulting Engineers 
Water — Sewage — Electricity — Industry 


Reports, Designs, Supervision of Construction, Investi- 
gations, Valuation and Rates. 


1500 Meadow Lake Parkway, Kansas City 14, Mo. 


(Treponema Pallidum Immobilization Test) 
Information on fees, and on collection and sub- 
mission on specimens furnished upon request 
THE DICKMAN LABORATORIES 
ALBERT DICKMAN, Ph.D. 


128 S. Seventeenth Street, P.O. Box 209! 
Philadelphia 3, Pa. 


ROY B. EVERSON 


Water Treatment Service since 1900 for Swimming 
Pool Circulating Systems. Purification Systems 
as applied to Sewage Treatment and Water 
Works. A New System for Automatic Control. 


215 W. HURON ST. CHICAGO 10, ILL. 


NEWING LABORATORIES, Inc. 
260 ISLIP AVE., ISLIP, N. Y. 
SERVICE IN THE SANITARY SCIENCES 
Industriali—Municipal—Private 
Water—Sewage—Food—Air 
Analyses—Research 
Approved by N. Y. State Dept. of Health 
BERNARD NEWMAN, Ch.E., Ph.D., Director 


LaMOTTE CHEMICAL 
Chestertown, Md. 
Specialists in 
Colorimetric Testing Methods 


U.S.A. 


pH - Chlorine - Q.A.C. - etc. 


Field kits for food tests - 
test papers - reagents - 
Blood and Urine Tests 
Send for Illustrated catalog 
Dept. PH 


EMERSON VENABLE, P. E. 

Chemist and Chemica! Engineer 
Atmospheric Pollution 

Industrial Hygiene Fires & Explosions 


6111 Fifth Ave., Pittsburgh 32, Pa. 


PROFESSIONAL EXAMINATION SERVICE 
A Personnel Administration Service in the 
Field of Public Health 
Available to State and Local Health Departments 
and 
Merit Systems 
Examinations Field Consultation 
American Public Health Association, Inc. 

1790 Broadway, New York 19, N. Y. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Ine. 
GOVERNING COUNCIL 


OFFICERS 1959-1960 


President, Malcolm H. Merrill, M.D., Berkeley, 
Calif. 

President-Elect, Marion W. Sheahan, R.N., 
New York, N. Y. 

Vice-President, Paulo Cesar de Azevedo An- 
tunes, M.D., Sao Paulo, Brazil 

Vice-President, Jules Gilbert, M.D., Montreal, 
Canada 

Vice-President, M.D., Chevy 
Chase, Md. 

Treasurer, Charles Glen King, Ph.D., New 
York, N. Y. 

Chairman of the Executive Board, John D. 
Porterfield, M.D., Washington, D. C. 

Executive F. Mattison, M.D., 
New York, 


EXECUTIVE BOARD 
Chairman, John D. Porterfield, M.D., Wash- 


ington, D. C. (1962) 
Charles Glen King, Ph.D., New York, N. Y. 
(Treasurer ) 


John W. Knutson, D.D.S., Washington, D. C. 
(1960) 
M.D., Berkeley, Calif. 


Fred L. Soper, 


Malcolm H. 
(President) 

Dwight F. Metzler, C.E., Topeka, Kans. (1960) 

Marion W. Sheahan, R.N., New York, N. Y. 
(President-Elect) 

Charles E. Smith, M.D., Berkeley, Calif. (1962) 

Wilson T. Sowder, M.D., Jacksonville, Fla. 


(1961) 
Milton Terris, M.D., New York, N. Y. 


Merrill, 


(1961) 


ELECTIVE COUNCILORS 
Terms Expiring 1960 


Gaylord W. Anderson, M.D., Minneapolis, 
Minn. 

Rodney R. Beard, M.D., Palo Alto, Calif. 

Jessie M. Bierman, M.D., Berkeley, Calif. 

Leroy E. Burney, M.D., Washington, D.C. 

John T. Fulton, D.D.S., Chapel Hill, N. C. 

Fraser Harris, Ottawa, Ont., Canada 

Herman E. Hilleboe, M.D., Albany, N. Y. 

Edward G. McGavran, M.D., Chapel Hill, N. C. 

Margaret F. Shackelford, Okla. City, Okla. 

James H. Steele, D.V.M., Atlanta, Ga. 

Patricia Walsh, R.N., Ann Arbor, Mich. 

James Watt, M.D., Bethesda, Md. 

George M. Wheatley, M.D., New York, N. Y. 

Samuel M. Wishik, M.D., Pittsburgh, Pa. 


Terms Expiring 1961 


Carl L. Anderson, Dr.P.H., Corvallis, Ore. 

Katherine Bain, M.D., Washington, D. C. 

Herman G. Baity, Sc.D., Geneva. Switzerland 

— F. Blankenship, M.D., San Francisco, 
Calif. 

Anne Burns, R.N., Columbus, Ohio 

Robert H. Felix, M.D., Bethesda, Md. 

John P. Fox, M.D., New York, N. Y. 

Ernest M. Gruenberg, M.D., New York, N. Y. 

Paul A. Harper, M.D., Baltimore, Md. 

Marjorie M. Heseltine, M.A., Washington, D. C. 

Alexander D. Langmuir, M.D., Atlanta, Ga. 

Richard K. C. Lee, M.D., Honolulu, Hawaii 


Lucile Petry Leone, R.N., Washington, D. C. 
Hugh R. McLaren, D.D.S., Ottawa, Ont., Canada 
Beryl J. Roberts, Dr.P.H., Berkeley, Calif. 
Morris Schaeffer, M.D., New York, N. Y. 

Ray E. Trussell, M.D., ‘New York, N. Y. 


Terms Expiring 1962 


Joseph A. Bell, M.D., Bethesda, Md. 

Philip E. Blackerby, Jr., D.D.S., Battle Creek, 
Mich. 

Lester Breslow, M.D., Berkeley, Calif. 

Martha L Clifford, M.D., Hartford, Conn. 

Mayhew Derryberry, Ph.D., Washington, D. C. 

Warren F. Draper, M.D., Arlington, Va. 

Harold M. Erickson, M.D., Berkeley, Calif. 

Thomas Francis, Jr., M.D., Ann Arbor, Mich. 

John B. Grant, M.D., San Juan, P. R. 

Ruth E. Grout, Ph.D., Minneapolis, Minn. 

Ruth L. Huenemann, D.Sc., Berkeley, Calif. 

Morton Kramer, D.Sc., Washington, D. C. 

James Lieberman, D.V.M., Atlanta, Ga. 

Lucy S. Morgan, Ph.D., Chapel Hill, N. C. 

James A. Shannon, M.D., Bethesda, Md. 

Charles C. Wilson, M.D., New Haven, Conn. 


CHAIRMAN OF STANDING 
COMMITTEES 


Committee on Affiliated Societies and Branches, 
J. W. R. Norton, M.D., Raleigh, N. C. 

Committee on Constitution and By-Laws, David 
E. Price, M.D., Washington, D. C. 

Committee on Eligibility, John C. Cutler, M.D., 
Pittsburgh, Pa. 

Committee on Evaluation and Standards, 
Theodore J. Bauer, M.D., Washington, D. C. 

Committee on Professional Education, Thomas 
Parran, M.D., New York, N. Y. 

Committee on Public Policy and Legislation, 
Herman E. Hilleboe, M.D., Albany, N. Y. 
Committee on Research Policy, Robert Dyar, 

M.D., Berkeley, Calif. 
Technical Development Board, Roscoe P. Kan- 
dle, M.D., Trenton, N. J 


SECTION OFFICERS 1960 
Dental Health Section 
Chairman: Carl L. Sebelius, D.D.S., Nashville, 


Tenn. 
Vice-Chairman: 
Boise, Idaho 
Secretary: David F. Striffler, D.D.S., Santa Fe, 
N. M. 


Wesley O. Young, D.M.D., 


Engineering and Sanitation Section 

Chairman: William C. Gibson, M.P.H., Ann 
Arbor, Mich. 

Vice-Chairman: P. Walton Purdom, M.S.E., 
Philadelphia, Pa. 

Secretary: James A. King, M.P.H., Bethesda, 
Md. 


Epidemiology Section 
Chairman: Philip E. Sartwell, M.D., Baltimore, 


Md. 

Vice-Chairman: James Watt, M.D., Bethesda, 
Md. 

Secretary: Arthur C. Hollister, Jr., M.D., 
Berkeley, Calif. 
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AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


GOVERNING COUNCIL—Cont. 
School Health Section 
Chairman: John H. Shaw, Ed.D., Syracuse, 
N. Y 


Food and Nutrition Section 
Chairman: Franklin C. Bing, Ph.D., Chicago, 
Ill 


Vice-Chairman: Robert E. Olson, M.D., Pitts- 
burgh, Pa. 

Secretary: Dorothy M. Youland, MLS., Billings, 
Mont. 


Health Officers Section 


Chairman: John J. Hanlon, M.D., Phila., Pa. 

Vice-Chairman: Ellis D. Sox, M.D., San Fran- 
cisco, Calif. 

Secretary: Harald M. Graning, M.D., New 
York, N. Y. 


Laboratory Section 


Chairman: Albert V. Hardy, M.D., Jackson- 
ville, Fla. 
Vice-Chairman: William G. Walter, Ph.D., 

Bozeman, Mont. 


Secretary: Erwin Neter, M.D., Buffalo, N. Y. 


Maternal and Child Health Section 


Chairman: Leslie Corsa, Jr., M.D., Lafayette, 
Calif. 

Vice-Chairman: Madelene M. Donnelly, M.D., 
Des Moines, Iowa 

Secretary: Alice Chenoweth, M.D., Washing- 
ton, D. C. 


Medical Care Section 


Chairman: James O'H. Brindle, Detroit, Mich. 

Vice-Chairman: Caldwell B. Esselstyn, M.D., 
Hudson, N. Y. 

Secretary: Leslie A. Falk, M.D., Pittsburgh, 


Pa. 
Mental Health Section 


Chairman: Henry C. Schumacher, 
Gainesville, Fla. 

Vice-Chairman: Rema Lapouse, M.D., New 
York, N. Y. 

Secretary: Alan D. Miller, M.D., Denver, Colo. 


M.LD., 


Occupational Health Section 


Chairman: Seward E. Miller, M.D., Ann Arbor, 
Mich. 

Vice-Chairman: William G. Fredrick, Sc.D., 
Detroit, Mich. 

Secretary: Mitchell R. Zavon, M.D., Cincin- 
nati, Ohio 


Public Health Education Section 


Chairman: Betty W. Bond, Ph.D., Minneapo- 
lis, Minn. 

Vice-Chairman: Theron H. Butterworth, Ph.D., 
New York, N. Y. 

Secretary: Pauline K. Matthis, M.P.H., In- 


dianapolis, Ind. 


Public Health Nursing Section 
Chairman: Agnes L. Fuller, R.N., New York, 


Vice-Chairman: Margaret G. Arnstein, R.N., 
Washington, D. C. 

Secretary: Jane B. Taylor, R.N., Des Moines, 
lowa 


Vice-Chairman: Florence L. Fogle, R.N., Co- 
lumbus, Ohio 

Secretary: Marian M. Hamburg, Ed.D., New 
York, N. Y. 


Statistics Section 
Chairman: Mortimer Spiegelman, New York, 
N. Y 


Vice-Chairman: Robert D. Grove, Ph.D., 
Washington, D. C. 

Secretary: Fay M. Hemphill, Ph.D., Bethesda, 
Md. 


REPRESENTATIVES OF AFFILIATED 
SOCIETIES AND BRANCHES 


Alabama—Sidney J. Williams, M.D. 
Arizona—J. Rex James 
Arkansas—E. J. Easley, M.D. 
California, Northern—James C. Malcolm, M.D. 
California, Southern—Everett M. Stone, M.D. 
Colorado—Roy L. Cleere, M.D. 
Connecticut—Harold S. Barrett, M.D. 
Cuba—Guillermo Lage, M.D. 
Florida—A. Y. Covington, M.D. 
Georgia—Dixon R. Olive, Jr., M.S.S.E. 
Hawaii—Richard K. C. Lee, M.D. 
Idaho—Terrell O. Carver, M.D. 
Illinois—Benn J. Leland 
Indiana—Samuel H. Hopper, Ph.D. 
lowa—Edmund G. Zimmerer, M.D. 
Kansas—M. Leon Bauman, M.D. 
Kentucky—Russell E. Teague, M.D. 
Louisiana—Ben Freedman, M.D. 
Maryland—Perry F. Prather, M.D. 
Massachusetts—Margaret Drennan 
Michigan—Isabelle Ryer 
Minnesota—Abraham B. Rosenfield. M.D. 
Mississippi—H. Lowell Butters, M.B. 
Missouri—Henry M. Hardwicke, M.D. 
Montana—Paul R. Ensign, M.D. 
Nebraska—Harle V. Barrett, M.D. 
New Jersey—Frank J. Osborne 
New Mexico—Larry J. Gordon 
New York City—Nathaniel H. Cooper, M.D. 
a York State—Meredith H. Thompson, Dr. 
North Carolina—Robert F. Young, M.D. 
North Dakota—Margaret L. Watts 
Ohio—Albert L. Fishback 
Oklahoma—John W. Shackelford, M.D. 
Oregon—Clair V. Langton, Dr.P.H. 
Pennsylvania—B. Russell Franklin 
Puerto Rico—Jose A. Hernandez-Matos, M.D. 
South Carolina—G. S. T. Peeples, M.D. 
South Dakota—Cecilia Schuck, Ph.D. 
Tennessee—Lloyd M. Graves, M.D. 
Texas—Joseph N. Murphy, Jr. 
Utah—Glen R. Leymaster, M.D. 
Virginia—Thomas D. Lewis 
Washington State—Bernard Bucove, M.D. 
West Virginia—L. A. Dickerson, M.D. 
Wisconsin—Gregory G. Shields, M.D. 
Middle States—A. C. Offutt, M.D. 
Southern Branch—Betty Ficquett 
Western Branch—John A. Lichty, M.D. 
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“An excellent guide..." 
International Journal of Medicine 


THE DIABETIC'S 
HANDBOOK 


Anthony M. Sindoni, Jr., M.D., 
St. Joseph and Philadelphia 
General Hospitals 


git 


This easy-to-follow, helpful book is de- 

signed to meet the daily problems 

faced by the diabetic and his family. Covers 
complications raised by hypertension, surgery, 
infections, pregnancy, etc.; explains the na- 
ture, administration, and effects of the insulins 
and of such new oral preparations as Orinase, 
Diabinese, and DBI. Includes typical menus, 


single-portion recipes, an exhaustive list of 
foods with their nutritional content. 1/8 Con- 
tributors. 2nd Ed., 1959. 270 pp.; 65 ills., 
tables $4.50 


Mi FAMILY GUIDE TO 
TEENAGE HEALTH 

Edward T. Wilkes, M.D. 

The first book devoted specifically to the 
health problems of adolescents gives non- 
technical answers to hundreds of questions; 
offers authoritive advice on personal hygiene, 
sex education, smoking, drinking, and emo- 
tional disturbances. Includes information on 
nutrition, sleep, normal and abnormal growth, 
etc. “Full of excellent advice.”—Walter C. 
Alvarez, M.D. 1958. 244 pp., illus. $4 


RECREATION ACTIVITIES 
FOR THE HANDICAPPED 


Frederick M. Chapman, 
University of Minnesota 
This new guidebook for recreation program- 
ming provides over 250 activities to use in 
filling the leisure hours of the handicapped. 
Gives complete instructions for equipment, 
supplies, and leadership methods. A special 
index lists the activities within each diagnostic 
group. “A well-rounded program of activities 

.’--JOHPER. 1960. 326 pp.; 77 ills., 10 

$5 


musical scores. 75 


SCHIZOPHRENIA 


An Integrated Approach 


Edited by Alfred Auerback, University of 
California Medical School 

Sponsored by the American Psychiatric Asso- 
ciation, this important survey provides an 
integrated, multidisciplinary approach to 
schizophrenia. It covers psychotherapeutic 
techniques, reviews Russian developments in 
neurophysiology, appraises the use of narco- 


leptic drugs, etc. “Authoritive . . . carefully 
written.” ANTIBIOTIC MEDICINE & 
CLINICAL THERAPY. 1959. 224 pp., 10 
ills $5.50 


THE RONALD PRESS COMPANY 
15 East 26th St., New York 10 
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COMPLETE CASE 
FINDING SERVICE 


For more than 25 years Powers has been 
relieving TB case-finding projects of all tech- 
nical problems. Our technicians work to your 
schedule with units that can handle as many 
as 200 chest x-rays per hour. We deliver fully 
processed x-rays, with a viewer, to sponsor's 
roentgenologist. Long experience and large 
volume make Powers X-ray Service both 
economical and efficient. 


Available in either full size roll paper method 
or 70 mm photofluorographic method. Write 
before you plan a TB case finding project. 


ECONOMICAL 
X-RAY 
PAPER 


You can have high quality radiographs at less 
than half the usual cost with Powers X-ray 
Paper. Used by leading hospitals for over 16 
years. Powers X-ray Paper is available in 
standard sheet sizes, or perforated rolls for 
use with the Powers Magazine Cassette. 
Write for complete information. 


POWERS X-RAY PRODUCTS, INC. 


Glen Cove, Long Island, N.Y. 
VOL. 50, NO. 9, A.J.P.H. 
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bm When too many tasks 

seem to crowd 

unyielding hours, 

a welcome 

5. “pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 
into manageable order. 


AMERICAN PUBLIC HEALTH ASSOCIATION, Inc. 


1790 Broadway New York 19, N. Y. 


APPLICATION FOR MEMBERSHIP 
(Please type or print) 


NAME 
MAILING ADDRESS 


PLACE AND DATE OF BIRTH 
EDUCATION (schools, dates, degrees if any) 


Please complete application on reverse side. 


SEPTEMBER, 1960 


% a; | 

. (street) (city) (zone) (state) 

(title) (organization) 

a, (street) (city) (zone) (state) 

a (title) (organization) (city and state) (dates) 

xLill 


You save money with 
BONGORT 
“Seal-Tite" DRAINAGE BAGS 


With a Jesse Jones 
wm Volume File 


Specially designed and produced for 
the yf mee Journal of Public Health, 
this file will keep one volume, or 12 
issues, clean, orderly and readily acces- 
sible. Picture this distinctive, sturdy 
Volume File on your book shelf. Its rich 
red and green Kiver cover looks and feels 
like leather, and the 16-carat gold leaf 
hot-embossed lettering makes it a fit com- 
panion for your finest bindings. 

The Volume File is reasonably priced, 
in spite of its costly appearance. It is 


Preserue your JOURNALS 


A STYLE AND TYPE FOR EVERY NEED 
COLOSTOMY ¢ WET-COLOSTOMY 
ILEOSTOMY ILEAL-BLADDER 

Eliminates expensive bulk dressings and 

appliances 
Prescribed by surgeons and hospitals 


Write for FREE SAMPLES and litera- 
ture on the standard models, as well as 
the new economy model which sells for as 


sent postpaid (except in Canada and in 
foreign countries) carefully packed, for 
$2.50 each. Most members will find it 
more convenient and economical to order 


low as each. 
22 PAGE OSTOMY MANUAL and 
CATALOG available 
Request Booklet No. 68. 


Af vite SURGICAL SUPPLIES COLINC. 


PORT CHESTER NEW YORK 


3 for $7.00 or 6 for $13.00. Satisfaction 
guaranteed. For prompt shipment, order 
direct from the: 


American Public Health Association 
1790 Broadway, New York 19, N. Y. 


(Continued from previous page) 
SECTION AFFILIATION DESIRED (choose only one) 

Health Officers Food and Nutrition 
Maternal and Child Health 
Public Health Education 
Public Health Nursing 
Epidemiology 


School Health 
Dental Health 
Medical Care 
Mental Health 
Unaffiliated 
ENDORSER: The endorser of this application must be a Member or Fellow of the American 


Public Health Association. If you cannot obtain the actual signature, print the name and 
address so that the Administrative Office may procure it for you. 


Engineering and Sanitation 
Occupational Health 


ANNUAL DUES: United States $12.00; elsewhere $13.00 to cover postage. The dues cover 
use of the services maintained by the Association and monthly receipt of the American 
Journal of Public Health. 


The membership year is January through December. Members joining during the first six 
months of the year will receive the Journal from January through December. Members join- 
ing after July 1 will receive the Journal beginning with July; such applicants may pay one 
years dues covering the period July through June, or one-and-a-half year’s dues, thus 
adjusting dues to the membership calendar year. 


Dues must be received before applications are reviewed by the Committee on Eligibility 


A remittance for $ is enclosed. Send bill to..............0c...ccc0000000 


VOL. 50, NO. 9, A.J.P.H. 
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Standard Methods 


For the Examination of Water and Wastewater 
Eleventh Edition 


Formerly titled Standard Methods for the Examination of Water, Sewage and 
Industrial Wastes, the 11th Edition brings up to date this classic of public health 
laboratory procedures. All methods have been modified to reflect new knowledge 
and practice, new procedures have been added, several major sections have been 
reorganized and two new Parts have been included. Illustrations have been redrawn 
and several added. The membrane filter technic has been included as an alternate 
method. Special plates have been drawn to illustrate significant plankton. The 
discussion of statistical treatment of data has been amplified. The total length of 
the volume has been increased from 522 pages to approximately 648 pages. 

As in past editions, the 11th has been prepared jointly by the American Public 
Health Association, American Water Works Association and Water Pollution Con- 
trol Federation. The text is divided into 9 parts: 

I. Physical and Chemical Examination of Natural and Treated Waters in 
the Absence of Gross Pollution. 
II. Physical and Chemical Examination of Sewage, Treatment Plant Effluents 
and Polluted Waters. 
III. Physical and Chemical Examination of Industrial Wastes. 
IV. Physical and Chemical Examination of Sludge and Bottom Sediments in 
Sewage Treatment Processes and in Polluted Rivers, Lakes and Estuaries. 
V. Methods for Radiological Examination of Water and Wastes. 
VI. Bioassay Methods for the Examination of Acute Toxicity of Industrial 
Wastes and Other Substances to Fish. 
VII. Routine Bacteriologic Examination of Water to Determine Its Sanitary 
Quality. 
VIII. Methods for Detection and Isolation of Iron and Sulfur Bacteria. 
IX. Biologic Examination of Water, Sewage Sludge and Bottom Materials. 


Price: $10.—Special price to members if cash is sent with order, $8. Such orders 
should be sent to the organization of membership for verification. 


Approximately 648 pp. 1960 $10, List Price 


Published by: 
The American Public Health Association, Inc. 
1790 Broadway New York 19, N. Y. 


American Public Health Association, Inc. 
1790 Broadway 
New York 19, N. Y. 


Please send to me at the address given below copies of the Eleventh Edition, 
Standard Methods for the Examination of Water and Wastewater. 
I am a member of the American Public Health Association: .... I enclose $8. per copy. 


....+ Please bill me $10.00 per copy. 


Ship to: 


SEPTEMBER, 1960 
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PUBLICATIONS OF THE APHA (1790 Broadway, New York 19, N. Y.) 


American Journal of Public Health and 
Nation’s Health: 
Subscription (USA) 
Foreign 
Single copies 
APHA Year Book : 
an, Appraisal Method for Measuring the 
ousing—A Yardstick Health 
ials and Planner: 


we I. Nature and Uses of ‘the Method. 1945. 


Procedures. $2.00. Vol. C—Office Procedures. 
$3.00. 1946; or three for 
Part Ul of Neighborhood Environ- 
ment. 1950. 132 pp. . 
Baker’s Devonshire Colic. 1767. 
Omega ed., 1958. 74 p 
Basic Princi les of Healthful Housing. 
reprinted 1950. 34 pp 
Care of Laboratory Animals. 
Cigenic Disease and Rehabilitation. “A 
Guide for State and Local Health Agencies. 
1960. 116 pp 
Control of Communicable Diseases in Man. %h 
ed. 1960. 235 pp 
Paper edition 
Cloth bound edition 
Control of Malnutrition in Man. 1960. 124 pp. 
Diagnostic Procedures for Virus and Rickettsial 
Diseases. 2nd ed. 1956. 578 pp. 
Directory of Public Health Statisticians. 6th 
1958. 58 p 
Special price to members on 1 prepaid orders only. 
Evaluation Schedule. For use in the study and 
appraisal of community health programs ... . .70 
General Medical Care Programs in Local Health 
Departments. 1951. 129 pp. .... -++- $1.00 
Guide to a Health Study. "1960. 


$1.00 


231 
PP. $2.25 


Guides to Santen fer ‘Children: 

Cerebral Palsy—1955. 108 pp. 

Cleft Lip and Cleft Palate 

Dentofacial Handic -aps 

Epilepsy—1958 24 pp 

Handicapped Children 1955. 150 pp. 

Hearing Eepeivennee 1956. 124 pp. 

Heart Disease and Rheumatic Fever—1960, 
1956. 


Viton and Eye Problems “112, pp. 


Health Supervision of Young Children. A Guide 
for Practicing Physicians # Child Tiealth Con- 
ference Personnel. 1960. 180 pp. 

Housing an Aging Population. 1953. 92 pp. ..... 

Methods for Determining Lead in Air and in 
Biological Materials. 2nd ed. 1955. 69 pp. ... $1.25 

Nutrition Practices: A Guide for Public Health 
Administrators. 72 pp. $1 

Occupational Lead Exposure and Lead Poisoning. 

1943. 67 pp. 

95 

Proposed Ordinance. 1952. 24 pp. 

Public Exposure to nel Need Radiation. What Pub- 
lic Health Foscsnnel eeds to Know. 

55 pp ‘ 

Public Health ont Hospitals j in ‘je St. Louis Area 
—A Mid-Century Appraisal. 1957. 414 pp. .... $4.50 

Public Health Career Pamphlet: 

Public Health—A Career with a Future. 
edition. 1954. 

Radiological Health Practice. A Guide for Public 
Health Administrators. 1959. 20 pp. 

Recommended Methods for the Microbiological 
Examination of Foods. 1958. 207 pp. 

Selected Papers of ae W. Mountin, 

1956. 356 pp. 

Standard Methods for the Senedbetion of Dairy 

Products. llth ed. 1960. 480 pp. ........... $7.00 
Photographic Sediments Charts 
Standard Methods for the Examination of W 
and Wastewater. llth ed. 196). 650 pp. 
Special price to members of APHA, AWWA, 
and WPCF on pgs orders hoved for a single 
copy . $8.00 

Standards for Healthful 
Planning the Home for (a 
Construction and Spapmene of the Home. 

77 pp. . 

Swimming Pools and Other Public Bathing Sicies, 
Recommended Practice for Design, Equipment 
and Operation. 10th ed. 1957. 6 pp. 

35 Year Index of the American Journal of Public 
Health. Years 1911 to 1945. 340 pp. Buckram 
ed. $7.00. Paper ed. 


Revised 


1950. 56 pp. $2.00 
1951. 


. $3.75 


Order from the Book Service — Advance Payment Is Requested 


REPRINTS FROM THE AMERICAN JOURNAL OF PUBLIC HEALTH 


Bacterial Cleanability of Various of Rating 
Surfaces. February, 1953. 12 p 
Bookshelf on Epidemio and "Evaluation, The 
Medical Officer’s. April, 1957. 16 ; 
er on Foods and Nutrition. 
4 > 
Bookshelt on International Health. 
Booksheif on the History and Philosophy of Public 
Health. April, 1960. 16 pp 
Bookshelf on the Social Sciences and Public 
Health. April, 1959. 14 pp. 
Certain Aspects of the Microbiology 
Concentrated Orange Juice. June, 
Creative Health and the Principle of Habeas Men- 
tum. February, 1956. 12 pp. 
Disability — Cash Benefits Versus Rehabilitation? 
August, 1959. 4 pp. 
Driver Behavior and Accidents. May, 1957. 8 pp. 
Environmental Aspects of Staphylococcal Infections 
in Hespieals 1960. 
Pp 


April, 


Ghere’ tLe Editorial. October, 1954. 4 pp. Free 


1959. 
1949. 


Hospitals and Public Health. Editorial. July, 

Lemuel Shattuck—Still a Prophet. February, 
27 pp. 

The Local Health Department—Services and 
sponsibilities. An_ official statement of the 
American Public Health Association. March, 
1951. 8 pp. 

On the Use of ‘Samp 
Health. June, 1954. 

Poultry Inspection. Offeal St 
November, 1957. 12 pp. 

Public Health Policy on "Radiological Health. 
June, 190 4 


July, 1959. 
State Health Department—Services and Responsi- 
bilities. February, 1954. 20 pp. 
Statement on Availability and Uses ad Staphy- 
lococcal Phage Typing. September, 1959. 
Suggested Home Accident 
or Health Departments. 
Tax-Su 


Prevention Activities 
May, 1956. pp. 


Order from the Book Service — Advance Payment Is Requested 
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9 Just Published--a new book iu a 
LITTLE, BROWN AND COMPANY 
EPIDEMIOLOGIC METHODS 


By BRIAN MacMAHON, THOMAS F. PUGH, 
AND JOHANNES IPSEN 
—all of Harvard University, School of Public Health 


MEDICAL SCIENCE is turning more and more towards epidemiology in its 
pursuit of the causes of such deadly diseases as cancer, heart disease and mental 
illness. Here, for the first time, is a book which in its recognition of these widen- 
ing horizons has set down methods by which the distribution of any form of 
disease—infectious and noninfectious alike—can be most profitably studied, and 
the results utilized. 


Here are specific methods for measuring disease frequency—classifying ill or 
disabled persons—developing morbidity and mortality data—tabulating the char- 
acteristics of persons by age, sex and ethnic groups, place, time, birth order and 
parental age. Here are discussions of analytic epidemiology (cohort © case 
history studies), experimental epidemiology . . . and much more. Understand- 
ing the principles discussed in this practical volume does not require prior statisti- 
cal knowledge, nor is there duplication of material readily found in biostatistics 
texts. 

Clearly, knowledge of epidemiologic methods and an understanding of their results 
are essential to anyone working with series of cases. EPIDEMIOLOGIC 
METHODS will be a valuable handbook not only to people in the medical pro- 
fession, but psychologists, geneticists, sociologists, social workers and others in- 
volved in observational studies of man. 320 pages, many charts and graphs. $7.50. 


| LITTLE, BROWN AND COMPANY 

34 Beacon Street, Boston 6, Massachusetts 
| Please send me on 30-day approval a copy of MacMahon, Pugh & Ipsen: EPI- 
| DEMIOLOGIC METHODS 


AJPH 9/60 | 


SEPTEMBER, 1960 
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The Tolands Say at the... 
PAN PACIFIC PUBLIC HEALTH CONFERENCE 


AWonolulu « Wovember 5-13, 1960 


A welcoming spirit greets you and a series of instructive conferences and visits 
to local public health institutions have been arranged for you. In your free time, 
relax on Hawaii's sunny beaches . . . join in native feasts . . . see the true beauty 
of these lovely islands. 


The Pan Pacific Public Health Conference is sponsored by the Hawaii Public 
Health Association in cooperation with The American Public Health Association. 


Why don’t you make plans now to attend? 


For information and reservations write: PAN PACIFIC PUBLIC HEALTH CONFERENCE 
c/o P. O. Box 2198, Honolulu, Hawaii 
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T H A N K U 


Thank you teachers, nutritionists, health educators, 
food editors, and food writers for your support of 
Better Breakfasts over the past decade. This is the 
10th Anniversary of September Better Breakfast 


Month. Your interest in improving our Nation’s 
health and well-being through Better Breakfast 


activities is appreciated. 


t wt in €. 
135 South La Salle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 


MEMBERS OF THE CEREAL InsTITUTE: Albers Milling Company, Los Angeles, Calif., Post Cereals Division, 
General Foods Corp., Battle Creek, Mich., General Mills, Inc., Minneapolis, Minn., Kellogg Company, 
Battle Creek, Mich., Malt-o-Meal Company, Minneapolis, Minn., National Biscuit Company, New York, 
N.Y., The Quaker Oats Company, Chicago, Ill., Ralston Purina Company, St. Louis, Mo., Van Brode 
Milling Company, Inc., Clinton, Mass. 
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Antisera and Antigens 
Enteropathogenic Coli Klebsiella 
Salmonella Shigella 


Brucella Leptospira Streptococci 


C Protein Antiserum and Standard 


* 


Infectious Mononucleosis Antigens and Standards 


Potent 
Stable 
Specific 
Descriptive literature available on request 
Specify 


DIFCO LABORATORY PRODUCTS 
BIOLOGICS CULTURE MEDIA REAGENTS 
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